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THEELIN Aqutous Suspension THEELINin Oil 5 
Ampoules Ampoules 

1-cc. ampoules of 1 mg. (10,000 I.U.) l-cc. ampoules of 0.2 mg. ( 2,000 I.U.) 

1-cc. ampoules of 2 mg. (20,000 I.U.) l-cc. ampoules of 0.5 mg. ( 5,000 I.U.) 

1-cc. ampoules of 5 mg. (50,000 I.U.) l-cc. ampoules of 1 mg. (10,000 I.U.) 
Steri-Vials Steri-Vials 


10-ce. vials of 2 mg. (20,000 I.U.) per ce. 10-cc. vials of 1 mg. (10,000 I.U.) per ce. 
5-ce. vials of 5 mg. (50,000 I.U.) per ce. 
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THEELIN, (ketohydroxyestratriene ) the first estrogen to be isolated 
in pure crystalline form and the first to assume clinical importance, 
is invaluable for alleviating the distress of the menopause and 
other estrogen deficiency states. A naturally-occurring estrogen, 
THEELIN relieves symptoms promptly and imparts a sense of 
well-being. Moreover, its notable freedom from side effects has 
long been familiar to physicians everywhere. Over two decades of 
clinical use and more than 400 references in the literature attest 


to its effectiveness. 


The physical properties of THEELIN — solubility in oil and 
insolubility in water — have been utilized to prepare forms for 
administration that facilitate versatile therapy. THEELIN IN OIL 
is rapidly absorbed from the injection site. Absorption of 
THEELIN AQUEOUS SUSPENSION is slower and more sustained; 
the therapeutic effect, therefore, is produced over a longer 
period of time. | 

Both THEELIN IN OIL and THEELIN AQUEOUS SUSPENSION 
are available not only in individual ampoules, but also in 


Steri-Vials® for greater economy. 
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CITRUS JUICE ASSAY 


Long welcomed in home and institutional kitchens : 
for its convenience, economy and flavor—frozen : 
citrus is now acknowledged the “nutritive equal” of 
fresh. The Council on Foods and Nutrition of the 
American Medical Association has declared* that— 
under modern processing methods—approximately 
98 percent of the vitamin C content can be retained 
in the frozen concentrated juice. And, when properly | 
stored (below its freezing point), there is practically no 
loss of vitamin C. Frozen citrus can thus be confidently 

recommended for diets at all ages, including infancy. 


*].A.M.A. 146:35, 1951. 
FLORIDA CITRUS COMMISSION ¢ LAKELAND, FLORIDA 
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ELIEVE 


Doctor, you probably have‘read a great deal of cigarette » 
advertising with all sorts of claims. 


So we suggest: make this simple test... 


Take a PuHitre Morris—and any 
other cigarette. Then, 
| Light up either one. Take a puff 


0 —don’t inhale — and s-l-o-w-l-y 
let the smoke come through your nose. 


Now do exactly the same 
o thing with the other cigarette. 


Then, Doctor, BELIEVE IN YOURSELF! 


PHILIP MORRIS 


Philip Morris & Co. Ltd., Ine. 
100 Park Avenue, New York 17, N. Y. 
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**Nowhere in medicine are 
more dramatic therapeutic effects 
obtained than those which 
follow estrogen therapy in the 
girl who has failed to develop 
sexually. A daily dose of 2.5 to 
3.75 mg. of ‘Premarin’ given in a 
¥ cyclic fashion for several months 


Hamblen, E. C.: Some Aspects 


of Sex Endocrinology may bring about striking adolescent 


in General Practice, 
North Carolina M. J. 9% 


74583 (Oct) 1946. changes in these individuals. 


“Premarin”—a naturally occurring conjugated estrogen— 
long a choice of physicians treating thé climacteric—has 
been earning further clinical acclaim as replacement 
therapy in hypogenitalism. 

In the treatment of hypogenitalism, the aim of 
“Premarin” therapy is to develop the reproductive and 
accessory sex organs to a state compatible with 
normal function. 

Four potencies of “Premarin” permit flexibility of 
dosage: 2.5 mg., 1.25 mg., 0.625 mg., and 0.3 mg. tablets; 
also in liquid form, 0.625 mg. in each 4 cc. (1 teaspoonful). 

“Premarin” contains estrone sulfate plus the sulfates of 
equilin, equilenin, f-estradiol and £-dihydroequilenin. 
Other a- and B-estrogenic “diols” are also present in 
varying amounts as water-soluble conjugates. 


Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16, New York 
5005 R 


; 
Estrogenic j 
Substances 
(water-soluble) 
Conjugated 
E. 
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convenience of a liquid concentrate 
Crystalline Terramycin Hydrochloride 
‘Oral Drops provide 200 mg. per ce., 
50 mg. mi each 9 drops—the only . 

broad-spectrum antibiotic available 

as.a liquid concentrate affording 

~ optimal convenience and 

in schedules, 


mpeibility with foods and fluids 
Terramycin Oral Drops are miscible 

with most foods, milk and fruit juices; 

can be taken “as is” or mixed. 

Potent oral drops offer rapid 

broad-spectrum antibiotic activity 

in a form permitting the utmost 

simplicity in the therapeutic regimen. 


pure compound—well tolera 
Terramycin Oral Drops are 

prepared from pure erystalli 

free of impurities which m 


supplied: 
2.0 Gm. with 10 cc. of diluent, 
and specially calibrated dropper. 


ANTIBIOTIC DIVISION CHAS. PFIZER & CO., INC., Brooklyn 6, N. Y. 
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The Continental Professional Plan 


OF ACCIDENT & SICKNESS INSURANCE 
EFFECTIVE and OPERATING FOR 


Members of your State 
MEDICAL PROFESSION 


DESIGNED EXCLUSIVELY 
By CONTINENTAL CASUALTY COMPANY 
One of the Oldest and Largest Stock Casualty 
Companies in the World 


4 Few of the Many Outstanding Features 
% Monthly benefits for both accident and 


sickness payable FROM FIRST DAY — grow older. 

Minimum claim 7 days. %& House confinement is never required to 

sulting from “accidenta ily injury”: P 

—the term “accidental means” is NOT * 
used. duties of a more hazardous occupation. 


Pays monthly accident benefits regard- 
of whether commences 
within a certain specified time. € 
No automatic termination age. ing after date of issue. 

Renewal is guaranteed to individual active members of the 

profession regardless of age, so long as the premiums are paid 

in accordance with the terms of the contract and the plan con- 

tinues in effect for the members in your designated territory. 
The Continental Casualty Company pioneered in the writing of Professional Association In- 
surance plans. The first such plan, written in 1923, is still in effect and the Company has 
never cancelled or declined to renew a Professional Plan because of unfavorable loss ex- 
perience. 
NOW available to all eligible members in active practice and under 69 years of age. 

Plans A or B available to female members under age 65. 


SICKNESS BENEFITS PLAN AA PLAN A PLAN B 


PAYS.. A Monthly Indemnity for total disability 
during first year, whether house confined 
From First Day $ 300. $ 200. $ 100. 


PAYS.. Total Monthly Indemnity First 2 Years... 5400. 3600. 1800. 
ACCIDENT BENEFITS 
PAYS.. A Monthly Indemnity for total disability 


during first year ......... From First Day 300. 200. - 100. 
PAYS.. Total Monthly Indemnity First 2 Years... 5400. 3600. 1800. 
PAYS.. Monthly Indemnity for partial disability 

up to 13 weeks ......... From First Day 120. 80. 40. 


% The premium does not increase as you 


% Policies cannot be restricted by rider to 
exclude any disease or injury originat- 


PLAN AA PLAN A PLAN B 


The Cost tA Low Annual $138.00 $92.00 | $46.00 


Semi-Annual 69.50 46.50 23.50 
ADD $5.00 TO FIRST PREMIUM ONLY 
OPTIONAL BENEFITS y PLAN AA PLAN A_ PLAN B 


Monthly Hospital Indemnity may be added up to ..... $ 450. $ 300. $ 150. 
for $6.00 per $100 .... Hospital Benefits payable for 

One to 90 days — Each disability. 

Accidental Death and Dismemberment Indemnity up to. . 7500. 5000. 2500. 
Added for $2.00 per $1000. 


CONTINENTAL CASUALTY CO. | 
30 EAST ADAMS STREET — CHICAGO 3, ILLINOIS 


PROFESSIONAL DEPARTMENT, Intermediate Division 
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LABORATORIES 


RESPONSIBILITY 


CLINICAL PATHOLOGY 
PATHOLOGIC ANATOMY 


DUNCAN LABORATORIES 


Established 1924 


909 Argyle Bldg. KANSAS CITY 6, Mc. 
230 Frisco Bldg. JOPLIN, MISSOURI 


RALPH EMERSON DUNCAN, M.D. 
ALBERT E. UPSHER, M.D. 


In addition to diagnostic laboratory services, chemically accurate and clinically tested re- 


agents, solutions, stains and culture media are available for immediate delivery. 
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Psychoneurotic traits — unbalanced emotional reactions, moods, ill temper and irresponsibility — 
are not uncommon among men of genius. Richard Wagner, great dramatic composer, had the 
emotional stability of a six-year-old thraughout his adult life. 


In many instances mild sedation has to be provided before a person of psychoneurotic make-up can achieve 

emotional stability. Mebaral combines a high degree of sedative effectiveness with a relative freedom from side 

effects such as languor and drowsiness. Patients usually become calmer, more cheerful and better adjusted to 

their surroundings without clouding of mental faculties. Average sedative dose: Adults, 32 mg. to 0.1 Gm. 

(% to 1% grains) three or four times daily. Children, 16 to 32 mg. (% to '% grain) three or four times daily. 
. Tablets 12, 1% and 3 grains. 


Brand 


Tasteless SEDATIVE AND ANTIEPILEPTIC 
Little or No Drowsiness 


NEW YORK 18, N. Y. * WINDSOR, ONT. 


WINTHROP-STEARNS 
‘Meberal, trademark reg. U.S. & Canado 
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Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 
Artificial Limbs 


Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 
Taylor Back Brace 

Made to Order 
In Our Own Factory 


P. W. HANICKE MFG. CO. 


1009 McGee St. Victor 4750 
KANSAS CITY, MO. 


Surgical 
Corsets 


+ 

x us 4 


THE BROWN SCHOOL 


Four distinct units. Tiny Tots through the Teens. 
Ranch for older boys. Special attention given to 
educational and emotional difficulties. Speech, 
Music, Arts and Crafts.. A staff of 12 teachers. Full 
time Psychologist. Under the daily supervision of 
a Certified Psychiatrist. Registered Nurses. Private 
swimming pool, fireproof building. View book. 
Approved by State Division of Special Education. 


BERT P. BROWN, DIRECTOR 
PAUL L. WHITE, M_D., F.A-P.A., 
MEDICAL DIRECTOR 
P. O, Box 4008, Austin, Texas 


Daricrafi 


More and more 
doctors are prescribing 
Daricraft Homogenized 

Evaporated Milk 
for babies... and for 

convalescent diets 


Always uniform in quality, safe, steri- 
lized, high in food value and minerals. 
Contains 400 U.S. P. units Vitamin D 
per pint of Daricraft. Easily digested. 


FOR convenienct 
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PRODUCERS CREAMERY CO., SPRINGFIELD, Mo. 
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to benefit from Antabuse. 


The new physiological antagonist of alcohol— 
for the selected intemperate drinker who really 
wants temptation evicted. 


Ralph Sanitarium is experienced in the screening of patients 
for Antabuse therapy and its administration. This aid is part 
of the comprehensive and integrated Ralph regimen by which 
certain inebriates may be reconstituted, physically, mentally, 
socially. 


A psychiatric examination is required. Also, candidates, in 
our experience, need certain laboratory determinations pre- 
vious to therapy and during any subsequent trials with alcohol. 


Complete hospital care is provided, always with the special 
Ralph Sanitarium skills developed in more than fifty years 
in the treatment of alcoholism. 


WRITE OR PHONE... 


The RALPH Sanitarium 


Ralph Emerson Duncan, M.D., Director 
529 Highland Avenue KANSAS CITY 6, MO. Phone Victor 3624 
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It ls Convenient to Buy Kanox 
THERAPEUTIC OXYGEN AND ANESTHETIC GASES 


Nitrous Oxide 
Ethylene 
Carbon Dioxide 


Repair Service for plc Helium 


Oxygen Therapy 
Regulators and Equipment 


Regulators, Flowmeters a Oxygen 


and Humidifiers ae Cyclopropane 


KANSAS OXYGEN 


Phone 6392 HUTCHINSON, KANSAS 


Wooderofi Hospital- Pueblo, Colorado 


A private hospital for the scientific treatment of neuro-psychiatric disorders, including alcoholism 


and drug addiction. Beautiful landscaping and home-like surroundings afford a restful atmos- 
phere. Accommodations vary from single rooms with or without bath to rooms en suite, allowing for 


segregation of guests. im 


Detailed information furnished on request. 
Karl J. Waggener, M.D. 


| 
¢ 
| 
: 
| 
‘Ox 551 
ay 


JANUARY, 1952 


To Assure Precision 


in the management of the 


cardiac patient 


PURODIGIN offers the advantages of: 


© acrystalline product of uniform potency, 
e fully active by mouth; 
© supplied in graduated potencies 


® to facilitate dosage to meet the needs of 
the individual patient. 


TABLETS OF: 0.05, 0.1, 0.15and0.2mg. 


CRYSTALLINE DIGITOXIN, WYETH 


Wyeth Incorporated, Philadelphia 2, Pa. 
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PIPETTES AND BURETTES 
PRECISION EQUIPMENT 


KANSAS OWNED 


122 S. St. Francis 


KLINE TEST ANTIGEN (LAMOTTE) 
PYREX LABORATORY GLASS WARE 


HARTMAN-LEDDON SPECIALTIES 
LABORATORY SUPPLIES & EQUIPMENT 


Southwest Scientific Corporation 
Wichita 2, Kansas 


tions. 


The Neurological Hospital, 2625 
West Paseo, Kansas City, Missouri, 
a voluntary hospital providing the 


care and treatment of nervous and 


mental patients, and associate condi- 


GOETZE 


orders. 


Nationally advertised Surgical Supplies and Equipment have been placed at Topeka, Joplin, Kansas City 
and St. Joseph for your convenience by — 


NIEMER 


Management by Dr. W. F. Goetze, a member of the American Medical Association, assures intelligent servicing of your 


c 


FACULTY 


Guest Instructors: 
ROBERT D. MORETON, M.D., Radiologist, Scott-White Clinic, Temple, 


Texas. 
ROBERT R. NEWELL, M.D., Professor of Medicine, Stanford Univer- 
sity School of Medicine, San Francisco, California. 


HAROLD .O. PETERSON, 
diology, University of Minnesota Medical 


BELLER; M. D.; ‘Radiologist, - Topeka. 


Missouri 


Wichita. 
KENNETH C. HOLLWEG, M.D., Radiologist, 
Kansas City, Missouri. 


Surgical Clinic, Arkansas Ci 


ri. 


pital, Wadsworth. 
University of Kansas Faculty: 


P. E. HIEBERT, M.D., Associate in Radiology. 


GALEN M. TICE, M.D., Professor of Radiology. 


JOHN F. BOWSER, M.D., Associate in Radiology. 
H. H. DUNHAM, M.D., Senior Resident in Radiology. 
F. C. HELWIG, M.D., Clinical Professor of Pathology and Oncology. 


DORIS A. KUBIN, M.D., Instructor in Radiology. 
E. H. SKINNER, M.D., Lecturer in Radiology and History of Medicine. 


C. EDGAR VIRDEN, M.D., Assistant Professor of Radiology. 


RADIOLOGY—February 25-27, 1952 
University of Kansas Medical Center, Kansas City 


M.D., Clinical Associate Professor of Ra- 
School, Minneapolis. 
ALLEN... JR.,- M.D., .Radiologist, Kansas City, Kansas. 
SAMUEL B. CHAPMAN, M.D., Radiologist, Research Hospital, Kansas 


Mo. 
L. M.D., Radiologist, Snyder-Jones Clinic, Winfield. 
HILLIARD COHEN, M.D., Pathologist, Menorah Hospital, Kansas City, 


Missouri. 
DAVID S. DANN, M.D., Radiologist, Menorah Hospital, Kansas City, 


1. 
LELAND F. GLASER, M.D., Radiologist, Grace Hospital, Hutchinson. 
RALPH E. HINES, M.D., Radiologist, Veterans Administration Hospital, 


St. Joseph's Hospital, 
IRA _ H. M.D., Radiologist, Research Hospital, Kansas 


City, Misso 
NEWMAN c. “NASH, M.D., Radiologist, Wesley Hospital, Wichita. 
WARREN S. PEIPER, M.D., Radiologist, Arkansas City Medical and 


ity. 
ANTHONY F. ROSSITTO, M.D., Radiologist, Wichita Hospital, Wichita. 
ag _—— M.D., Radiologist, Menorah Hospital, Kansas City, 


ARTHUR 8. SMITH, M.D., Radiologist, Research Hospital, Kansas City, 


JAMES R. STARK, M.D., Radiologist, Wichita Clinic, Wichita. 
ed Ww. WALKER, M.D., Radiologist, Research Hospital, Kansas City, 


CHARLES 'M. WHITE, M.D., Radiologist, Wichita Clinic, Wichita. 
ABRAHAM WOLKIN, M.D., Radiologist, Veterans Administration Hos- 


SUBJECTS TO BE DISCUSSED 
ROENTGEN STUDY OF THE GALL BLADDER. 
LESIONS OF THE RIGHT COLON. 
ULCERATION OF THE POST-BULBAR POR- 

TION OF THE DUODENUM 
ROENTGEN STUDY OF ETHMOID ANAT- 


OMY. 
MASTOID CHOLESTEATOMA 
X- pt MINATION OF THE PARA-NASAL 


MYELOGRAPHY. 
P32 IN THE TREATMENT OF BLOOD DYS- 
CRASIAS AND LYMPHOMAS. 
THE NORMAL AND ABNORMAL SKULL. 
LESIONS OF THE CERVICAL 
IMPERFECTA. 
ANIFESTATIONS OF PANCRE- 
BISEASE. 
SIDED AORTA. 
IGN BONE LESIONS IN CHILDREN. 
RADIOLOGICAL FINDINGS IN UPPER RES- 
PIRATORY DISEASES IN CHILDREN. 
TESTICULAR NEOPLASMS. 
ROENTGEN E OF THE COLON. 
BEHIND X-RAY, RADIUM, ARTIFICIAL RA- 
ATOMIC AND HYDROGEN 


BOM: 
A SIGN OF DISSECTING 
EUYSM OF E AORTA: ROENTGEN 
BEMONST ST RATION, PATHOLOGICAL DEM- 
CONTACT ROENTGEN THERAPY. 
BLEEDING LESIONS OF THE GASTRO-IN- 
TESINAL TRACT. ; 
RADIATION THERAPY OF BURSITIS. 
OF MARIE STRUMPEL AR- 
PTONGUE. OF CARCINOMA OF THE 


BRAIN TUMORS IN CHILDREN. 
me AND TREATMENT OF BREAST 


LYMPHOBLASTOMA 
TREATMENT OF CANCER OF THE SKIN. 
RADIOACTIVE ISOTOPES IN MEDICINE. 

In addition, there will be a two-hour Film Read- 
ing Session each of the first two da s. uy a 
Tumor Clinic under the direction of a 
Helwig the last day. 
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_ Dr. Harris must hustle to be even 

a part-time family man as well as a 
full-time physician. Lately, however, 
he sometimes has a little extra margin 
of time for his family—when he isn’t 
seeing more patients than ever before. 
This is because many of his patients 
are getting well sooner, requiring 
fewer house calls, fewer office visits, 
fewer hours of medical care. Recover- 
ies are faster now because of better 
methods and more effective medicines. 
Investigators in many lands and in 
many universities are working with 
each other and with American 
pharmaceutical laboratories to 
improve medicine. A good example 


OF thisis: 
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... the clinical-research team 


A unique development in the organization of 
pharmaceutical research is attracting the 
attention of medical investigators all over 

the country and abroad. 

As the last step before a product of Lilly 
research is submitted to outside investigators, 
it is thoroughly screened by a staff of Lilly 
research-clinicians. This careful preliminary study 
causes outside clinical investigators to welcome 
the opportunity of doing further research on 
products which already have been shown to be 
promising. The very broad extent of clinical 
study encouraged by this method gives positive 
assurance to practicing physicians. They can 

be certain that a product of Lilly research 

which finally has been released for general use 
will continue to provide successful 

therapy. 


Litty ELI LILLY AND COMPANY - INDIANAPOLIS 6, INDIANA, U.S.A. 
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Primary Carcinoma of the Lung: A Study of 
120 Autopsied Cases* 


David M. Gibson, M.D.** 
Kansas City, Kansas 


At the University of Kansas Medical Center, in is exceeded in frequency only by carcinoma of the 
the 35-year period from 1914 to 1949, there have colon. Thus, it seems that there has been a real in- 
been 12,812 autopsies; of these, there were 1,840 crease in the incidence of carcinoma of the lung in 
cases of malignancy, 1,432 being cases of carcinoma, fecent years. 
and 120 cases of primary carcinoma of the lung. General Features. In accord with other reported 
Thus, primary carcinoma of the lung occurred in findings, this lesion occurs predominantly in males. 
0.9 per cent of all autopsies, in 6.5 per cent of all In the present series, 102 were males and 18 were 
malignancies, and in 8.4 per cent of all carcinomas. females, giving a ratio of 5.7:1, or 85 per cent males. 
Cancer of the lung is sixth in frequency of all tu- Lung cancer most commonly occurs during the fifth, 
mors, and fourth in frequency of all carcinomas; sixth and seventh decades, with the peak incidence 
it is exceeded in frequency by sarcomas, intracranial between 51 and 56 years. In this study, the mean 
tumors, and carcinomas of the stomach, colon and age was 54 years, with an age range from 29 to 89 
prostate. years. 

Most authors find carcinoma of the lung in 1-2 The right lung was involved in 51 cases (49.5 
per cent of all autopsies, 2» 3. 4 and in 6-10 per cent per cent), and the left lung in 49 cases (47.5 per 
of all carcinomas.! 2, 5» © Many state that lung can- cent); in two cases, both hila were inv>lved, and 
cer is second in frequency only to carcinoma of the one case occurred at the tracheal bifurcation. The 
stomach.” 7: § primary lesion was hilar in location in 92.4 per cent, 

There seems no question that the incidence of peripheral in location in 6.5 per cent, and was dif- 
carcinoma of the lung has increased in recent years; fuse in one case. The right upper lobe bronchus was 
some authors regard this increase as real,*- 9 while the most frequent site of origin, and was closely 
others contend that it is only apparent.> Analysis of followed by the left upper lobe bronchus, left lower 
the frequency by five-year periods (Chart 1) shows lobe bronchus and the right lower lobe bronchus. 
that although in overall statistics, carcinoma of the Distant metastases were present in 86.5 per cent 
lung ranks fourth in frequency of all carcinomas, of the cases, while involvement of the regional 
there has been a threefold increase since 1939, s© lymph nodes alone occurred in six per cent. Seven 
that in the five-year period from 1944 to 1949, it per cent of the cases showed no metastases. The 

*From the Department of Pathology and Oncology, University hilar lymph nodes were involved in 89 per cent of 


<A 111 cases; metastases were present in the lung of 


Chart 1. Incidence of carcinomas by five-year periods (per cent of all autopsies) 


Five-year periods Carcinoma Stomach Carcinoma Colon Carcinoma Prostate Carcinoma Lung 
1914-1919 3.0% 0 2.0% 0 
1919-1924 3.7% 1.1% 0.7% 0.7% 
1924-1929 2.0% 0.05% 1.2% 0.5% 
1929-1934 18% 1.3% 0.9% 0.6% 
1934-1939 1.6% 1.0% 0.8% 0.6% 
1939-1944 15% 2.0% 0.9% 1.1% 


1944-1949 1.2% 2.1% 1.0% 1.7% 
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origin in 39 per cent, and in the opposite lung in 
24 per cent. The liver was involved in 28 per cent; 
adrenals, 27 per cent; pleura, 18 per cent; brain, 17 
per cent; bones, 16 per cent; heart, 16 per cent; 
kidneys, 14 per cent; gastrointestinal tract, seven 
per cent; pancreas, nine per cent; and the spleen 
was involved in five per cent. The thyroid gland 
showed lesions in two cases, and the parathyroids, 
thymus and ovaries were each involved in one case. 
The lesions in the brain involved the cerebrum in 
15 cases and the cerebellum in sevén cases. The 
bone lesions, as ‘would be expected, were predomi- 
nantly in the ribs and vertebrae. 


Cough was the most common symptom in this 
group of patients, occurring in 50 of 86 cases in 
which an adequate history was obtained. Other fre- 
quent symptoms included dyspnea, chest pain and 
hemoptysis. It is interesting to note that of the 19 
cases with proven metastatic lesions to the central 
nervous system, the initial and predominating 
symptoms were those of the intracranial lesion in 
13 cases. The main symptoms were referable to 
bone metastases, rather than the primary lesion, in 
two Cases. 


The average duration of life, from onset of symp- 
toms to death, was 8.28 months; the shortest inter- 
val was two weeks, and the longest period was 36 
months. 


Histological Findings. All the microscopic sec- 
tions of each case included in this series were care- 
fully studied and classified as to histological type 
of tumor present.* In each case included in this re- 
port, the tumor was seen in close association with 
bronchial epithelium, and as far as could be deter- 
mined, appeared to be arising therefrom. In many 
cases, of course, the lesion was so far advanced that 
actual origin from bronchial epithelium could not 
be demonstrated; these cases were included only if 
there seemed no doubt as to their origin. 


The neoplasms were classified as squamous cell 
carcinomas, adenocarcinomas and anaplastic car- 
cinomas. Every effort was made to find features 
characteristic of either squamous cell or glandular 
growths. It should be pointed out that a large num- 
ber of growths were exceedingly pleomorphic in 


*I am indebted to J. O. Boley, M.D., for aid in classification 
and for reviewing many histological sections with me. 


character, and it was not unusual to find cells in 
acinar formation adjacent to sheets of cells re- 
sembling squamous epithelium. This is in accord 
with the findings of other authors.!9 11. 12 In such 
instances, the growths were classified on the basis 
of the predominant cell type. 

The carcinomas in the present series were classi- 
fied as follows: 

Squamous Cell Carcinomas—48 cases 
Well differentiated—33 


Undifferentiated —15 
Adenocarcinoma —A42 cases 
Well differentiated—29 
Undifferentiated —13 
Anaplastic Carcinoma —30 cases 


Thus, there are 62, well differentiated growths, 
and 58 undifferentiated ones. This distribution is 
in accord with other reported series?» >» 9 12, 13, 
14, 15 with the exception that the incidence of 
adenocarcinomas is generally higher here. This may 
be due to the fact that special effort was expended 
to avoid placing undifferentiated adenomatous 
growths in the anaplastic group. 

Comparison of cell types. In an autopsy series, 
dealing largely with untreated, or at least unoper- 
ated, cases, where the carcinoma has been permitted 
to run its full course, the various types of growths 
lend themselves well to comparison. The only sig- 
nificant difference between the different cell types 
is that almost all the cases that did not metastasize, 
or which showed only extension to the regional 
lymph nodes, were of the well differentiated 
squamous cell type. The differentiated adenocar- 
cinomas showed as much tendency to metastasize as 
the undifferentiated growths (Charts 2 and 3). It 
is also interesting in this respect to point out that 
many of the adenocarcinomas metastasized to bizarre 
locations (phalanx of the thumb, thyroid, parathy- 
roid, thymus, skin) while the other types showed 
more orthodox lines of dissemination. 

Histogenesis and Alveolar Cell Tumors. Most au- 
thors agree that the majority of lung tumors-origi- 
nate from bronchial epithelium. However, there has 
been great controversy over the role of the al- 
veolar lining cells in the genesis of these tumors. 
Fried! 1 believes that all lung cancer is bronchial 
in origin and arises from the undifferentiated, toti- 
potent basal cells of the bronchial epithelium. He 


Chart 2. Distribution of metastases according to cell type (cases) 


Cell Type 
Differentiated Squamous 
Undifferentiated Squamous 
Differentiated Adenoca 
Undifferentiated Adenoca 

Anaplastic Carcinoma 


No Metastases 


7 
0 
1 
0 
0 


Regional Nodes Only Distant Metastases 
4 20 
1 14 
1 23 
0 11 
1 28 


. 


also holds that the alveolar lining cells are reticulo- 
endothelial cells of mesenchymal origin, and, as 
such, cannot give rise to a carcinoma. Other authors 
believe that the alveoli have a continuous epithelial 
lining,'® 17 while still others contend that the lungs 
have a dual origin, the major bronchi arising from 
endoderm and the bronchioles and alveoli from 
mesoderm.!8: 19 

In recent years, however, there has been increas- 
ing evidence for the existence of alveolar cell tu- 
mors, and evidence of a relationship to pulmonary 
adenomatosis, or “jagziekte” of sheep.2° 21, 22, 23, 
24,25 Criteria to be met for the diagnosis of alveolar 
cell tumors have been listed recently:2° 1. alveolar 
cellular proliferation, characterized by the appear- 
ance of tall columnar mucus producing cells. 2. ab- 
sence of an intrinsic tumor of the bronchial tree. 
3. absence of primary adenocarcinoma of any other 
part of the body. 

The prevailing views on the question of alveolar 
cell tumors are well described in a recent editorial 
in the Journal of the American Medical Associa- 
tion.?7 

One of the cases in the present series, classified 
as an adenocarcinoma, fulfills the criteria for an 
alveolar cell carcinoma. This tumor occurred in a 
33-year-old man; the symptoms were chest pain, 
weakness, dyspnea and hemoptysis; the duration of 
life was approximately eight months. At autopsy 
most of the left lung was involved with tumor, ex- 
cept for a narrow rim of peripheral uninvolved lung 
tissue in some areas. There were a few small meta- 
static lesions in the liver. No primary bronchial 
origin could be found, and the histologic picture 
was that of an alveolar cell tumor. 

All observers agree that in many inflammatory 
conditions the alveolar walls may become invested 
with a continuous lining of columnar or cuboidal 
cells that resemble epithelium; regardless of the 
origin of these cells, it seems logical to believe that 
a more powerful stimulus, or altered resistance on 
the part of the host, or the interplay of numerous 
other unknown factors might lead to the continuous 
perpetuation of these cells, with the formation of 
an alveolar cell tumor, either cancerous or non- 
cancerous. 

The existence of alveolar cell tumors as neoplasms 
exhibiting a characteristic architectural arrangement 
cannot be doubted; the controversy concerns the ori- 
gin of the cells involved. 
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Summary 

1. One hundred and twenty cases of primary 
carcinoma of the lung, observed at autopsy, have 
been studied. This lesion occurred in 0.9 per cent 
of all 12,812 autopsies, and in eight per cent of all 
1,432 carcinomas. It is exceeded in frequency by 
sarcomas, intracranial tumors, and carcinomas of 
the stomach, colon and prostate. It is concluded 
that there has been both an apparent and a real in- 
crease in the incidence of carcinoma of the lung in 
recent years. 

2. Eighty-five per cent of cases occurred in men. 
The mean age was 54, with an age range of 29 to 89 


years. 


3. The right lung was involved primarily in 49 
per cent, and the left lung in 47 per cent. The 
lesion was hilar in location in 92 per cent and 
peripheral in location in six per cent. 

4. Distant metastases occurred in 86 per cent; 
involvement of regional lymph nodes alone in six 
per cent; and metastases were absent in seven per 
cent. The liver, adrenals, brain, bones, heart, and 
kidneys were the organs most frequently involved. 

5. Cough was the most common presenting 
symptom, followed by dyspnea, chest pain and 
hemoptysis. Of 19 cases with brain metastasis, the 
presenting symptoms of 13 were due to the intra- 
cranial lesion. 

6. The tumors were classified as follows: 
squamous cell carcinoma, 48 cases; adenocarcinoma, 
42 cases; anaplastic carcinoma, 30 cases. ' 

7. In general it may be said that well differ- 
entiated squamous cell growths show less tendency 
to metastasize than other types, while differentiated 
adenocarcinomas behave much as anaplastic tu- 
mors do. 

8. The histogenesis of primary lung tumors and 
the problem of alveolar cell tumors of the lung are 
mentioned. 
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Strangulated Partial Enterocele (Richter’s Hernia) 
Within the Femoral Canal: Report of Two Cases 


Treated by Resection and Primary Anastomosis 
of the Bowel 


Carl D. Enna, M.D.,* 


and Edward Guy, M.D.** 


Kansas City, Missouri 


In a review of the medical literature regarding 
the subject of partial enterocele, recognition is given 
. to Guilielmus Fabricius Haldanus as first to refer 
to this type of hernia in the year 1598. A subsequent 
account of this condition was made by Lavater in 
1672; however, it was not published until 1755. 
Alexis Littre, a French surgeon, who is credited as 
first to recognize hernia of the Meckel’s diverticu- 
lum, made reference in a report published by him 
on August 18, 1700, entitled “Observations on a 
New Type of Hernia” to partial enterocele in an 
inguinal hernia. 

It is believed, however, that these supposed cases 
of partial enterocele have been shown to have been 
instances of hernia of Meckel’s diverticulum in- 
stead. The earliest mentioned report fully describ- 
ing and differentiating partial enterocele was made 
by the German surgeon August Gottlieb Richter in 
an essay on the subject published during 1779-80. 
In view of this work it was later recommended by 
Frederich Treves of England that this type of hernia 
be referred to as Richter’s hernia. 

Though the term Richter’s hernia has since been 
generally accepted and is yet used, it is not preferred 
for the following reasons: First, it may be question- 
able whether the tribute extended to Richter is ap- 


* Attending surgeon, St. Margaret's Hospital. 


** Assistant resident in surgery, St. Margaret's Hospital. 


propriate in view of the association of the names of 
other men with the subject, and particularly since 
the first reference to the subject was made by Halda- 
nus. Second, the use of a proper name is inadvisable 
for it precludes either anatomical or pathological 
descriptive terms that would convey a more exact 
definition of the disease. Third and last, it is gen- 
erally inferred by the term that an enterocele is 
without exception engaged within the femoral canal. 
This obscures the fact that it may likewise occur 
within other abnormal openings of the abdominal 
wall. It is therefore recommended that the term 
partial enterocele be employed instead with the 
qualification of the designated involved hernia. 
Partial enterocele may be defined as an affection 
in which only a portion of the circumference of the 
bowel becomes engaged within a hernia sac. Ap- 
parently without exception, it affects the anti-mes- 
enteric border of the bowel. Strangulation may re- 
sult with the development of irreversible circulatory 
changes. However, strangulation is regarded to 
occur rarely. In a review of the literature, several 
articles reporting an isolated case or few cases are 
noted. The report by Catell in 1933 states that he 
found only 14 cases which had come to operation 
during the period from 1899 to 1933 at the Lahey 
Clinic, to which he added two cases. Lyall and 
Luomanen presented a larger series of 17 cases from 


a 


the Second (Cornell) Surgical Service, Bellvue 
Hospital, New York, taken from the records during 
December 1917 to July 1945. 

Besides occurring within the femoral canal, it has 
been reported that partial enterocele has become en- 
gaged within other body orifices. The femoral va- 
riety make up the greater percentage with the 
inguinal and ventral types occurring next in fre- 
quency. Strangulation likewise has a higher inci- 
dence of occurrence within the femoral canal. This 
is understandable in large part on the basis of the 
following reasons: 1. The absence of mesentery to 
the incarcerated portion of bowel; 2. The anatomi- 
cal structure of the femoral sheath and the relation 
of its contents. The sheath possesses a funnel 
shaped channel which invests the femoral struc- 
tures and canal. Once a hernia develops a reactive 
process characterized by edema, hyperemia and 
swelling, reduction becomes difficult, after it has 
descended béyond the smaller external orifice of 
the funnel like canal. Ensuing events usually result 
in incarceration and eventual strangulation. 

The diagnosis of partial enterocele carries a high 
incidence of error. A number of conditions have 
been mistakenly diagnosed which include various 
diseases that may cause lower abdominal pain. ‘The 
disease is not recognized usually because of the fol- 
lowing reasons: 1. A history of hernia is not ob- 
tained. 2. The bulge when produced by the hernia 
is usually small. It has been expressed that it is 
neither visible nor palpable in about 50 per cent of 
the cases. 3. Pain at the site of the involved hernia 
is infrequent. Instead, the complaint is usually re- 
ferred to the abdomen. 4. The clinical picture is 
protean. It may simulate other diseases such as 
acute appendicitis, intestinal obstruction and/or 
other acute surgical diseases of the abdomen. It 
cannot be urged too strongly to examine the hernia 
rings, particularly the femoral, during the investi- 
gation of any acute abdominal emergency. The fail- 
ure to recognize the disease early becomes associated 
with a greater morbidity and a higher mortality rate 
than that of ordinary strangulated hernia. 

Treatment consists of immediate surgical inter- 
vention. The manual reduction of the hernia with- 
Out visualization of its.contents is mentioned only 
to condemn it. The bowel should always be ex- 
amined. Although it is possible for reversible cir- 
culatory changes to take place, the incidence of 
strangulation is high, thereby creating a greater risk. 
Spontaneous fecal fistula has been reported to occur 
with eventual recovery. 

Enterostomy has been advised on the basis of this 
observation. It is felt, however, that this procedure 
is inadvisable except perhaps for the unusual case 
in extremis. An enterostomy placed proximal to the 
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site of strangulation is likewise losing. favor: and- is - 
probably no longer employed even. in conjunction- 
with resection and anastomosis of the bowel:: Prior 
to the advent of chemotherapy and antibiotics, bowel 
resection was associated with a high post-operative 
mortality rate. This led to the acceptance of meth- 
ods serving to divert the fecal stream such as by 
enterostomy or marsupialization. The purpose of 
these methods was to permit healing of the repaired 
bowel distal to the enterostomy or, in the case of 
exteriorization, to later enable a retroperitoneal 
closure. These measures have not been satisfactory 
from many aspects. Recently we have encountered | 
two cases of strangulated partial enterocele engaged 
within the femoral canal, both patients making un- 
eventful recovery following primary resection and 
anastomosis. The application of this surgical prin- 
ciple is now more widely accepted since the efficacy 
of the newer basterio-static and bactericidal agents 
has been demonstrated both experimentally and 
clinically. 

Following are summaries of two cases accom- 
panied with comments, particularly with regard to 
diagnosis and treatment. 

Case 1. St. Margaret’s Hospital No. 3988 

White male, age 67 years, admitted August 7, 
1950. Admission complaints were generalized ab- 
dominal soreness with nausea and vomiting of three 
days duration. The pain had localized to the lower 
right abdomen. There had been no bowel move- 
ment since the onset of illness. 

Physical findings: T-99°, P-84, B.P. 124/80. Sig- 
nificant findings were limited to the abdomen. It 
was soft and no masses were palpable. Tenderness 
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Figure. 1. Diagram of femoral sheath illustrating the shorter 
and oblique medial wall with resultant funnel shaped canal. 


H 
: 
| 2 
| 
t | 
ges 
‘ - 
4 
vy , | | 
§ 
@ 
- :! 


6 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


was localized about two inches below McBurney’s 
point. 

Laboratory reports: Urinalysis negative. CBC 
negative except for whbc, 8,800 and polys, 94 per 
cent. 

Pre-operative diagnosis: Acute appendicitis. 

Operative findings: 1. Considerable amount of 
clear amber fluid present within peritoneal cavity. 
2. The serosal vessels of the appendix were con- 
gested, but there was no other evidence indicating 
acute appendicitis. 3. A loop of ileum within the 
pelvis was dilated and congested possessing deep 
red discoloration. 4. The ileum was adherent within 
the right femoral canal whereby a portion of its 
anti-mesenteric border was incarcerated and pos- 
sessed irreversible circulatory changes. 5. There was 
about five cc. of dark bloody fluid within the sac. 

Operative procedure: A McBurney incision was 
made and the abdomen was explored. Routine ap- 
pendectomy was first performed. The ileum was 
then reduced by blunt dissection with a finger com- 
bined with gentle traction. The entire circumfer- 
ence of the affected bowel was resected and an end 
to end anastomosis was performed. The incisional 
wound was then closed. 

Since the patient had tolerated the forementioned 
procedure well, it was decided to proceed with the 
repair of the femoral hernia. This was accomplished 
through a second incision. An oblique right inguinal 
incision was made, exposing the inguinal femoral 
region. The femoral sac was identified entering the 
canal within the pelvis. The sac was isolated and 
excised. Repair was accomplished by approximating 
the transversalis fascia to the superior pubic liga- 
ment (Cooper’s ligament), followed by the approx- 
imation of the corresponding layers of the inguinal 
canal. 

Post-operative course: Immediate ambulation was 
permitted. The patient was out of bed on the day 
of surgery. Gastric suction was not instituted in- 
itially. On the third post-operative day moderate 
abdominal distention unassociated with nausea and 
vomiting developed. This was corrected by the in- 
stitution of gastric suction for 24 hours and the re- 
moval of a fecal impaction. Convalescence was 
otherwise uneventful. Discharge date was August 
15, 1950, the eighth post-operative day. Follow-up 
examination 10 months subsequently revealed that 
the patient was quite well and had no complaints. 


Comment: This case illustrates the following 


points of interest. The clinical picture simulated 
acute appendicitis. The McBurney incision was ade- 
quate for exploration, reduction of the incarcerated 
bowel, and resection with anastomosis of the gan- 
grenous ileum. It was not adequate, however, to 
enable repair of the femoral canal from within the 


abdomen. The incision could have been modified 
by extending it vertically and inferiorly. Instead, it 
was elected to repair it through an additional in- 
cision. Both procedures were accomplished without 
jeopardy to the patient. 

Case 2. St. Margaret’s Hospital No. 4850 

White female, age 62 years, admitted Octobet 
22, 1950. Admission complaints were generalized 
abdominal cramps associated with nausea and vom- 
iting of 48 hours duration. Of less interest to the 
patient was a slightly tender lump in the right groin. 
She had passed no flatus or stool since the onset of 
illness. 

Physical findings: T-97, P-80, B.P.-112/60. Sig- 
nificant findings were limited to the abdomen and 
groin. The abdomen was slightly distended but soft 
and without localized tenderness. Paristalsis was 
audible. There was a tender mass about one and 
one-half inches in diameter located at a site cor- 
responding to the external femoral ring. The mass 
was irreducible. 

Laboratory reports: Urinalysis negative. CBC neg- 
ative with 10,700 wbc and 78 per cent polys. 

Pre-operative diagnosis: Strangulated partial en- 
terocele withia the right femoral canal. 

Operative findings: 1. Considerable amount of 
clear straw colored fluid within the peritoneal cav- 
ity. 2. Several distended and congested loops of 
small bowel due to obstruction as a result of in- 
carceration of the ileum within the femoral canal. 
3. A portion of the anti-mesenteric border of a loop 
of ileum was constricted and gangrenous. 4. There 
was about 5 to 10 cc. of dark bloody fluid within 
the femoral sac. 

Operative procedure: An oblique right inguinal 
incision was made which exposed the inguinal 
femoral region from within the pelvis. The per- 
itoneum was incised above the site of constriction 
of the sac at the internal femoral ring. The bowel 
was released, resected and anastomosed. The femoral 
canal was repaired by the closure of its internal ring 
followed by a conventional method of repair of the 
inguinal canal. 

Post-operative course: Convalescence was un- 
eventful. Immediate ambulation was permitted. The 
patient was discharged on October 29, 1950, the 
seventh post-operative day. Follow-up examination 
seven months later revealed the patient in good 
health without complaint. 

Comment: The clinical picture as noted in this 
case indicated an incomplete type of intestinal ob- 
struction. In considering that hernia is one of the 
most common causes of intestinal obstruction, 
coupled with the presence of a tender lump in the 
right groin, the diagnosis of partial enterocele was. 
made. The exposure obtained by the inguinal ap- 


proach enabled direct vision both intra and extra- 
peritoneally, thereby facilitating both the manage- 
ment of the affected bowel and the repair of the 
hernia. 
Discussion 

The importance of establishing an early diagnosis 
of partial enterocele cannot be over emphasized. It 
is made difficult since it may present a clinical pic- 
ture simulating many diseases that cause lower ab- 
_dominal pain. Delay needed for observation may 
turn into procrastination. Deference as noted in 
these cases may, on the other hand, be due to the 
patient. Certainly the examination of a patient with 
abdominal pain interpreted to require surgical in- 
tervention should include the investigation of all 
abnormal external openings of the abdominal wall. 
The importance of the pre-operative opinion is re- 
flected in the choice of the incision that is made. 

Any vertical lower right abdominal incision will 
serve for exploration. It may be extended to im- 
prove the exposure of the inguinal femoral region 
from within the abdomen. The McBurney incision 
may likewise be enlarged. Should the initial in- 
cision be considered inaccurately placed and its ex- 
tension deemed inadvisable, it would then be pref- 
erable to close it and place another at a more ad- 
vantageous site. 

There are two phases in the surgical treatment 
of partial enterocele. One is the reduction of the 
engaged bowel with resection if indicated; the sec- 
ond is the repair of the hernia. The first measure 
is mandatory. Reduction may be accomplished with 
bimanual combined taxis and traction under direct 
vision. Digital dilation of the ring may be employed 
to facilitate its release. If the bowel cannot be 
freed, the ring may be divided. In the case of the 
femoral canal, the inguinal ligament should be sev- 
ered close to the pubic spine to obviate injury to 
anomalous vessels, particularly an abnormal ob- 
turator artery. The contents are placed into a moist 
gauze pack. An effort is thus made to limit the 
potentially infected hemorrhagic transudate within 
the sac to avoid risk of contaminating the peritoneal 
cavity. With reduction accomplished, the viability 
of the affected bowel is then ascertained. Should the 
circulatory changes be, irreversible, resection of a 
circumferential segment of the bowel with primary 
end to end anastomosis is done. 

The second phase consists of the repair of the 
abdominal wall defect. This may be deferred if 
warranted because of the patient’s condition. How- 

ever, if the patient’s condition permits, it can be 
accomplished either through the original incision 
or through a second incision placed over the site of 
the hernia. The exposure obtained by the inguinal 
approach when instituted has many advantages. It 
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enables the accomplishment of both phases of sur- 
gery through the original unmodified incision, It 
particularly facilitates the repair of the inguinal 
femoral region. 

The defect is preferably corrected by approxi- 
mating the transversalis fascia to the superior pubic 
ligament. This step serves to obviate hernia of both 
the femoral and inguinal variety. Any conventional 
method of repair may be used providing it will 
serve to close the femoral cznal. The femoral canal 
may be approached either from within the pelvis, 
whereby the internal ring is closed by approximat- 
ing the inguinal and superior pubic ligaments, or 
from without, through the femoral approach which 
essentially accomplishes obliteration of the canal. 


Conclusion 

1. Early recognition and immediate surgical in- 
tervention is urged in order to attain a lower mor- 
bidity and mortality that may result from partial 
enterocele. 

2. Its diagnosis can be more frequently ascer- 
tained if hernia--rimgs -are- routinely examined. in 
acute surgical diseases. of the abdomen. 

3. The inguinal approach is recommended. for 
it provides both intra- and extra-peritoneal exposure 
through one incision. and permits the accomplish- 
ment of both phases in the surgical treatment of 
partial enterocele, namely the management of the 
contents and the repair of the hernia. 

4. The performance of primary resection and 
anastomosis of the bowel, when indicated, is pref- 
erable to the other previously employed methods 
such as enterostomy or exteriorization of the bowel. 

5. The application of the following principles 
post-operatively is of equal importance in con- 
tributing to recovery. Early ambulation is encour- 
aged. Gastric suction is not recommended as a pro- 
phylactic measure; it is felt that it will serve only 
to deprive the elderly patient of much needed elec- 
trolytes. Parenteral fluids are given to restore water, 
electrolytes and vitamin requirements and to main- 
tain nitrogen balance. Fluids are given orally as 
soon as peristalsis becomes audible. Chemotherapy 
and antibiotics are administered on the basis of 
their value from a prophylactic standpoint. 

6. It is our opinion that the combination of the 
above mentioned factors will serve to minimize the 
morbidity and to lower the mortality of ‘poet 
enterocele. 
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Infarction of the right ventricle is generally con- 
sidered to be an entity of great rarity: Numerous 
textbooks on the subject of cardiology! 2» 3 and of 
pathology* > refer to it as occurring uncommonly. 
For this reason a report of a case is submitted. 

L. W., an 82-year-old white female, was first ad- 
mitted to the Kansas University Medical Center 
nine months before death complaining of short- 
ness of breath and swelling of the legs. The his- 
tory was obtained only with difficulty as the pa- 
tient was deaf. Apparently, the present illness had 
begun seven months previously (16 months before 
death) with dyspnea and ankle edema. The pa- 
tient’s physician treated her with what was appar- 
ently ammonium chloride, and “two white heart 
pills two times a week.” The patient took the medi- 
cation only irregularly. One month before admis- 
sion she developed increasing leg edema, up to the 
thighs, and abdominal enlargement. Dyspnea be- 
came severe, and a cough appeared. For two weeks 
prior to admission the urinary output had been re- 
duced. 

The family history revealed that one brother died 
of heart disease. 

Physical examination on admission revealed that the 
patient was a poorly nourished and acutely ill white 
female in acute respiratory distress. BP— 135/90, 
P92, R=36 and T=96. She was mildly cya- 
notic. There was three to four plus edema of the 
extremities, abdomen, chest wall and of the right 
arm and breast. The neck veins were distended. 
Examination of the chest revealed that the AP di- 
ameter was increased, and respirations were rapid 
and labored. The apices were clear and there was 
dullness at both bases. The breath sounds were di- 
minished at both bases, and in this region there 
were fine, moist, inspiratory rales, more marked on 
the left. The heart was enlarged with the point of 
maximal impulse in the anterior axillary line in the 
fifth interspace. The rate was regular with occa- 


*From the Department of Pathology, University of Kansas School 
of Medicine. 
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sional ‘premature ventricular contractions. 
sounds were of poor quality. No murmurs were 
heard. Examination of the abdomen was unsatis- 
factory owing to edema of the abdominal wall, but 
a fluid wave was made out. The radial arteries ap- 
peared moderately sclerotic. The dorsalis pedis 
arteries could not be felt, presumably owing to 
peripheral edema. 

The laboratory examinations were essentially 
normal except for the urine which contained one 
plus albumin, 10 to 15 white cells and eight red 
cells per high power field. The NPN varied be- 
tween 26 and 50 mg. per cent with most of the re- 
sults being around 40 mg. per cent. 

X-rays and fluoroscopy revealed an enlarged 
heart with both ventricles enlarged. There was more 
enlargement of the right ventricle, however, than 
the left. The aorta was markedly sclerotic. 

The electrocardiogram showed a left bundle 
branch block. 

The patient was placed on the usual cardiac 
regime including 0.2 mg. of digitoxin O.D. and re- 
sponded with steady improvement. Her chest 
cleared, the peripheral edema decreased. She was 
dismissed comfortable and ambulatory after three 
weeks of hospitalization. 

The patient was readmitted 84 months later 
with the chief complaint of pain in the chest. About 
10 days before, the patient developed an upper res- 
piratory infection with a progressive increase in 
cough. Five days later the patient developed chills 
and fever. Later, the patient developed tachycardia, 
dyspnea and finally disorientation. Two days before 
admission the patient developed pain in the al 
chest on inspiration. 

Physical examination on admission revealed an 
acutely ill, dyspneic, disoriented and frightened 
woman. T—101.6, BP—120/80, R=28 and P= 
120. Examination of the head revealed herpes sim- 
plex and reddening of the mucous membranes of 
the tongue, pharynx and nose. The lungs presented 
a palpable and audible friction rub over the entire 
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right chest wall. Fremitus was increased at the right 
base, dullness was present and rales were heard in 
this area. The pulse was 120 and was totally ir- 
regular with a well marked pulse deficit. A grade 
I systolic murmur was heard over the entire pre- 
cordium. The liver was two fingers breadth below 
the costal margin and was tender. There was no 
peripheral edema. 

The laboratory examination again revealed a trace 
of albumin and a few red and white cells per high 
power field in the urine. The white blood count 
equaled 22,100 with 92 per cent polymorpho- 
nuclear leukocytes, four per cent lymphocytes and 
four per cent monocytes. The NPN rose from 60 
to 85 mg. per cent. The creatinine equaled 2.3 mg. 
per cent and the COz combining power varied 
between 16 and 22 mEq. per cent. A nose and 
throat culture was positive for a few colonies of a 
Friedlander’s bacillus. The cold agglutinations were 
positive in a dilution of one to 256. Streptococcus 
MG agglutinations were negative in all dilutions. 

Chest x-ray revealed that the heart was far above 
normal limits in size with enlargement chiefly of 
the left ventricle, the aorta was tortuous but not 
widened, and there was diffuse softening of all 
bronchial trunk markings. An opacity was present at 
the right base involving primarily the middle and 
lower lobes. Diagnosis was an enlarged hypertensive 
contour heart, and pneumonia at the right base. 

The electrocardiogram showed auricular fibrilla- 
tion, and a left bundle branch block was still pres- 
ent. There had been some changes in the config- 
uration of the QRS complexes in the limb leads 
since the previous tracing. 

The patient was treated with penicillin, aureo- 
mycin and a routine cardiac regime. She was some- 
what improved the day after admission, but on the 
third hospital day appeared more toxic than before 
and failed to rally to emergency treatment which 
included dihydrostreptomycin, chloromycetin and 
ACTH. She died in a few hours. 

Autopsy revealed an enlarged heart, both ven- 
tricles and the right auricle being dilated and hyper- 
trophied. The interventricular septum bulged into 
the lumen of the right ventricle. There was an old 
healed infarct in the right ventricle measuring ap- 
proximately 1.5 by 1.5 by 0.3 cm., extending from 
endocardium to epicardium. This region was largely 
replaced by a broad band of scar tissue containing 
few inflammatory cells (Figure 1). Ante-mortem 
thrombi were found in the lumina of both ventricles 
and the auricular appendages of both atria. The left 
ventricle showed extensive areas of scarring, most 
intense around the A-V node and the left branch 
of the bundle of His. There was a fresh ante-mortem 
thrombus in the anterior descending branch of the 
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left coronary artery. The posterior circumflex branch 
was small, but showed no arteriosclerosis. The right 
coronary artery was large, but was partially occluded 
by sclerosis. 

The lungs showed evidences of congestion, mul- 
tiple pulmonary emboli in the smaller vessels, and 
bronchopneumonia. The pneumonia present was 
consistent with the diagnosis of a virus pneumonia, 
but by no means suggestive of it. 

There was severe chronic passive congestion of 
the viscera, especially the liver, and small old areas 
of softening in the brain. 

This, then, represents a case of old infarction of 


the right ventricle. In retrospect, it is impossible to 


see how the diagnosis could have been made before 
death. The electrocardiograms merely showed a left 
bundle branch block, and (terminally) auricular 
fibrillation. The healed infarct in the right ventricle 
was associated with severe right sided failure as 
evidenced by x-ray. The autopsy showed severe 
chronic passive congestion of all viscera. The au- 
topsy also showed, however, that a Bernheim’s syn- 
drome was present with bulging of the septum into 
the lumen of the right ventricle. This, in itself, 
would tend to produce right sided failure, and vis- 
ceral congestion. 


Summary 


A case of healed infarction of the right ventricle 
is presented. This is a rare lesion. In this case this 
lesion would appear to be undiagnosable during 
life. 
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Figure 1. Healed infarct of right ventricle, x 70. 
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Errors in Diagnosis: How Made and How Avoided 
Ralph Gorrell, M.D. 


Clarion, lowa 


Errors in diagnosis are of vital importance to 
every physician. Until a diagnosis has been estab- 
lished, all knowledge of treatment technics cannot 
be applied. 


There is no such thing as pure “medical” or 
“surgical” diagnosis. The patient requiring surgical 
procedures may well have a non-surgical disease 
also. The medical patient may develop a com- 
plication requiring prompt surgical attention or 


may have an underlying surgical disease, e.g. goiter, 
which prevents complete recovery. 

Anyone who has.been in practice, be it general 
or special, who keeps records and who follows his 
patients, realizes that he makes diagnostic errors. 
Analyzing a group of such errors reveals that they 
arise chiefly because facts are omitted or are mis- 
interpreted. The various causes of errors are out- 
lined below, together with methods of avoiding 
them. 


Omission of facts 


How Avoided 


I. History 
a. Incomplete 
1. Concerning chief complaint 


2. Past medical history 


3. Diet 


4. Psychosomatic story 


5. Survey by systems; other complaints 


b. Inaccurate 


1. Ask questions that suggest symptoms; 
leading questions. 


2. Questions are not clear to patient. 


3. Embarrassing questions, personal, marital, 
sexual, family harmony. 


1. Careful analysis as to time, relation to other 
events, relief, duration, progressing severity. 


2. Have patient fill out a self history form (see 
below); review history from time of birth. 


3. Have patient write out a list of all foods actually 
eaten in previous three days; are food essentials 
being taken? 


4. Self history form. Review if signs do not fit 
symptoms, when complete examination negative, 
when psychic symptoms (nervousness, crying, 
unusual attitudes) indicate. Omissions are im- 
portant. 


5. Self history form plus review of each system of 
body. Follow up of diagnostic leads. 


1. Ask questions that may be answered in one of 
several ways; don’t use “yes or no” type ques- 
tions. 


2. Use common terms when asking about symp- 
toms; does he understand you? Patient may be 
too embarrassed to stop a flow of questions. 


3. If the physician shows no embarrassment, the 
patient often takes such questions as a matter 
of course. Delay or avoidance of answering on 
the patient's part may be a diagnostic lead. 
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4. Answers do not rightly fit in with other 


parts of history or examination. 


5. Physician jumps at a “snap” diagnosis, 
then asks questions to support that diag- 


nosis. 


6. Patient mentions only symptoms that seem 


important to him. 


II. Physical examination 
a. Inaccurate 
1. Normal not known to 
(a) Individual physician 
(b) Medical profession 
(not taught, not in literature) 


2. Sign thought to be present. 


3. Mistaken interpretation of sign present. 


b. Incomplete examination 


1. Physical examination incomplete, neglect- 


ed or overlooked. 


2. Special type of examination needed, e.g. 


neurologic, orthopedic. 


3. Physical signs not known. 


III. Laboratory and X-ray Examinations 


a. Incomplete 


1. Omission of procedures relevant to this 


patient. 


2. Omission of routine procedures. 


3. Place of screening procedures, on patients 
who may have serious disease or who wish 


a thorough workup. 


- 


b. Inaccurate 
1. Is this the patient’s x-ray or test? 
(a) Confusing names i 
(b) Confusing numbers 


2. Inaccurate laboratory technic and indica- 
tions 
(a) Wrong time for test 


4. Question may not be understood. May be diag- 


ws 


nostic pointer, e.g. patient complains of severe 
pain yet smiles and carries on usual activities. 


. Use regular routine, even if the diagnosis seems 
evident. “A snap diagnosis is a short cut to the 
wrong diagnosis.” 


6. Use regular routine history; use self history form. 


N 


Examine normal persons whenever possible. 
Don’t overinterpret minor deviations from the 
usual. Re-examine in a month. 


Is it there on repeated examinations? Can others 
detect it? 


A physical finding may have several causes. 


. Make yourself follow a regular routine, to avoid 
overlooking important signs. 


Ask for consultation. If minor condition, learn 
relevant examination technics and range of nor- 
mal. 


Look at illustrations depicting various physical 
signs (see below), in journals and books; watch 
for them in lectures. 


Follow up leads in history or physical examina- 
tion. 


Early disease is often without symptoms, e.g. 
diabetes. Advanced disease may have few or no 
symptoms. 


Urinalysis, sedimentation rate, Wassermann test, 
red and white blood cell count, x-ray of chest 
(and possibly of abdomen), tuberculin test, in 
addition to history and physical examinations 
which are screening procedures themselves. 


Check name carefully; identify film. If serious 
diagnosis indicated by test or x-ray, repeat. 


Beware the uncontrolled technician, in the small 
hospital or commercial laboratory, who uses 
“cookbook” methods. Beware amy technician 
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(b) Wrong test for disease 
(c) Normals not known 


(d) Good technic not used, or not fol- 
lowed. 


(e) Clear cut tests not known. 
(f) Tests used as substitutes for thinking. 


3. Misinterpreted x-ray or laboratory test be- 
cause of belief that it alone is diagnostic. 


(a) Pathologic report. 


1V. Course of disease and patient 
a. The course of a disease may be diagnostic 
or a new diagnosis may become evident as 
the underlying disease; a new disease may 


be added. 
V. Response to therapy 


who is not supervised by a competent diagnos- 
tician or pathologist. Don’t order blindly, e.g. 
“blood chemistry.” Don’t spend patient’s or hos- 
pital’s money wildly. 


3. Many “confirmatory” tests are not specific, e.g. 
an elevated uric acid is not essential to a diag- 
nosis of gout. Sooner or later, all tests must fit 
the patient. Electrocardiograms are often over- 
read. 

(a) Pathologists make errors too. Pathologists’ 
standards of normal may not be true. Cer- 
tain conditions cannot be diagnosed from 
slides alone. 


IV. Carefully observe and record the course. If 
atypical or if new symptoms or signs appear, 
look over the study and re-think the diagnosis. 
Is this a new diagnosis or a complication? 
Psychosomatic factors appear. 


V. Be sure that all diagnostic steps have been taken 
first. Be sure that the therapeutic trial is clear 
cut—give only one medication, one treatment 
or one operation. Is the therapy specific? Is 
the relief subjective, due to your encourage- 
ment? 


Misinterpretation of all facts 


How Avoided 


I. History, physical examination, laboratory and 
x-fay course. 


II. Sum of above may be misinterpreted. 
a. Differential diagnosis not complete 
1. Generalized disease simulates local dis- 
ease. 
2. Local disease simulates systemic disease. 
b. Diagnostic essentials not known or confused. 
c. More than one disease may be present. 


d. Attempt to force facts into a diagnostic pic- 
ture. 


1. Review above, after completion of work up. 


a. Use printed list of differential diagnostic 
possibilities. “Diagnosis is easy if the condi- 
tion is remembered.” The mind can carry 
only a limited number. 


b. Learn the essential diagnostic points. 
c. One disease does not rule out others. Keep 
an open mind for other diagnostic possibilities. 


d. Avoid speculation as to very rare diseases. The 
facts must fit the patient's condition. 


During the time of history taking and perform- 
ing physical examination, diagnostic possibilities 
come to mind. Jot them down on the margin of the 
sheet, and refer to them when summing up. These 
impressions may point the way to the correct diag- 
nosis. 


One should combine the attitude of the older 
clinicians, who thought clinically and considered 
the patient as a person, and the newer physician, 
who believes nothing that cannot be shown by 
x-ray or laboratory. Both attitudes are incomplete in 
themselves. 
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93RD ANNUAL SESSION 
KANSAS MEDICAL SOCIETY 
Kansas City, Kansas April 27—May I, 1952 


Committees of the Wyandotte County Medical Society, hosts for the 
meeting, have been active for many months preparing an outstanding 
program and interesting social events. A partial list of the guest speak- 
ers follows: 


Medicine Thomas Findley, M. D., Professor of 


Clinical Medicine, Tulane Univer- 
sity, New Orleans, Louisiana. 


Bayard T. Horton, M.D., Associate 
Professor of Internal Medicine, 
Graduate School, University of Min- 
nesota, Rochester, Minnesota. 


R. D. Pruitt, M.D., Assistant Professor 
of Medicine, University of Minne- 
sota, Graduate School of Medicine, 
Mayo Foundation, Rochester, Min- 
nesota. 


Obstetrics and G va Maurice E. Davis, M.D., Associate Pro- 
Y 9Y fessor, Obstetrics and Gynecology, 


University of Chicago, Chicago, Illi- 
nois. 


oe George J. Garceau, M.D., Professor of 
Orthopedics Orthopedic Surgery, University of 
Indiana, Indianapolis, Indiana. 


Phillip J. Howard, M.D., Department 
of Pediatrics, Henry Ford Hospital, 
Detroit, Michigan. 


L. Kraeer Ferguson, M.D., Professor of 
Surgery Surgery, Graduate School of Medi- 
cine, University of Pennsylvania, 

Philadelphia, Pennsylvania. 


Pediatrics 


The headquarters hotel will be the Town House, Kansas City, Kansas, 
and it is now time to make reservations. The first hundred applications 
received will be accepted at the Town House, and arrangements have 
been made to assign those in excess of that number to four hotels in 
Kansas City, Missouri, the Continental, the Muehlebach, the Phillips, 
and the President. All who desire accommodations will be cared for, and 
all hotel assignments will be made through the Town House. 


Address requests for rooms to— 
Manager, Town House, Kansas City, Kansas 
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PRESIDENT’S PAGE 


Dear Doctor: 


The Inter-Allied Professional Advisory Council had its first official meeting Decem- 
ber 16 in Topeka. The Kansas Nurses Association, the Kansas State Dental Association, 
the Kansas Hospital Association, the Kansas Pharmaceutical Association, the Kansas 
Veterinary Medical Association, together with the Kansas Medical Society, met for 
organizational purposes. It is the expressed opinion of this council that it shall, in the 
future, assist in promoting better public relations, better economics, better government, 
better understanding of joint social obligations, and better health for all citizens of 
Kansas. 
The meeting exemplified the spirit of Christmas, in so much as Inter-Allied profes- 
sional transgressions were forgiven and trust was restored. There existed a spirit of moti- 
vation, a spirit to accomplish the ideas upon which the council was founded. I sincerely 
trust that this meeting marked only a beginning of a long succession of uninterrupted 
achievements! I am confident that there exist unlimited potentialities, provided of course 
that each member of his respective professional group gives proper support, respect and 
courteous consideration to each and every member of all other groups concerned. 


I beg of each doctor, each Auxiliary member and each medical assistant to cooperate 
in the promotion of the principles of this council, and I am sure that by so doing each 
will have made some contribution to a better thinking and acting civilization. It is 
interesting to note that history records most civilizations have failed, not through external 
aggression, but by way of domestic corruption, and I am sure that each and every one 
of us feels privileged to take some part in the prevention of such disaster. 

The preservation of unity and maintenance of competitive strength like democracy 
must maintain its position by action; the basic requirement being constant and judicious 
work by each and every participant. 

The health of our nation has been under question since 1945. Those who are rightfully 
charged with the care have succinctly been accused of failure, yet the accusations have not 
been proven, but as late as the last week in December the President of the United States 
appointed another committee to study the nation’s health. So loosen not your armor and 
let your defense fall, for then surely the road to defeat will be open. 


i 
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EDITORIAL COMMENT 


Interprofessional Advisory Council 


The first meeting of the Interprofessional Ad- 
visory Council represents a historic occasion for 
Kansas. This is the first formal cooperative effort 
which is actively endorsed and participated in by 
the six major health service organizations of this 
state. Benefits from comparable meetings at a local 
level or through committee efforts of the various 
organizations have previously been experienced, but 
this marks the first time that all groups have met 
together in their common interest with full endorse- 
ment given by each of the organizations involved. 

Major credit for this achievement must go to Dr. 
C. H. Benage, president of the Kansas Medical So- 
ciety. It has been a dream of his which achieved 
reality at this meeting only after many hours of 
careful planning and diligent effort on his part. It 
represents a project that could well become one of 
the most significant programs of the Kansas Medi- 
cal Society and is a personal contribution made pos- 
sible through the efforts of the president. 

The Interprofessional Advisory Council is exactly 
what its name implies. It is completely voluntary 
and non-official. Its actions can in no way bind or 
limit any of the participating societies. Its effec- 
tiveness will depend entirely upon the success of 
the various members in obtaining the cooperation 
of their own professional groups. And this very 
democratic structure provides the council with: its 
major strength. 

Membership in the council includes the Kansas 
Hospital Association, Kansas Medical Society, Kan- 
sas Nurses Association, Kansas Pharmaceutical As- 
sociation, Kansas State Dental Association, and 
Kansas Veterinary Medical Association. Each asso- 
ciation will have equal representation which at 


present stands at two voting and one ex officio dele- 
gate. Each association selects its own representa- 
tives, but the seriousness with which this new 
project is, undertaken may be illustrated from the 
fact that almost all selected their president and one 
other high ranking official as delegates. The ex 
officio member is customarily the executive secre- 
tary. Meetings will be called from time to time as 
the need arises, and the first, held in Topeka on 
Sunday, December 16, 1951, served primarily to 
complete the organization. Dr. C. H. Benage was 
elected chairman of the group. 

The purpose behind the Interprofessional Ad- 
visory Council could be expanded into a lengthy dis- 
cussion. Brevity will sacrifice something in the 
story, but it might be condensed as follows. The 
council will be non-partisan in all its activities and 
will never reduce its efforts to subjects of petty 
differences of opinion. It is designed to provide a 
better quality of total health to the people of this 
state, and toward that end hopes to achieve a greater 
degree of cooperation between the major health ser- 
vice professions. The council hopes to coordinate 
activities of these major associations to where all 
can be mote productive and successful. This ap- 
plies not only to areas of service but to such pro- 
grams as public relations as well. Differences of 
opinion between two or more of the groups repre- 
sented will be frankly and fairly discussed in a sin- 
cere effort to resolve such problems. All will co- 
operate with the various efforts of the Kansas State 
Board of Health. And the council will aid in health 
legislation by reviewing in advance the bills pro- 
posed by the various member associations. 

Once again, endorsement by the council does not 
commit the member associations, but council effort 
involves a higher degree of understanding than 


Pictured above, at the first meeting of the Interprofessional Advisory Council, from left to right, are: Mrs. Ann Galt, Topeka; Mr. Paul 


A. Crowell, Pittsburg; O Morris, 


Miller, Topeka; Mr. Lloyd C. Raish, Topeka; Fred B. Ogilvie, D.V.M., Kansas City; Edwin J. Frick, D.V. 
Gentry, D.D.S., Girard; Frank C. Carothers, D.D.S., Garnett; Fred A. Richmond, D.D.S., Kansas City; Thomas R. Hood, 


Pittsburg; Otis B. 
M.D., Topeka; C. H. Benage, M.D., Pittsburg. 


Parsons; Mr. Charles S. Billings, Topeka; Mr. R. A. Molgren, El Dorado; Mrs. Clara B. 


., Manhattan; Sr. Mary Leona, 
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could be achieved without it. This factor, even if 
there were none other, would in itself altogether 
justify its continuance, for if the principal health 
agencies of this state are united in their endorse- 
ment of a piece of health legislation it almost cer- 
tainly will work toward the benefit of the people 
and should have a better chance of passage than if 
support came from only one of the groups. 


Happy New Year—1952 


Last year was good to us, taking all things into 
account. We had our share of natural disasters but 
the flood left no epidemic in its wake, thanks to the 
services you rendered the people of this state. We 
had our share of problems, many remaining un- 
solved, but the new year enters with the public still 
free to choose their own doctor, and the standards 
of medicine remaining high. 

We made mistakes, but we also experienced prog- 
ress. More rural areas in Kansas have adequate 
medical care today than ever before. Medicine has 
greater skill than during any year in history, and 
as a result people live better and healthier and longer 
than was ever possible during the past. 

Even greater progress is promised for the future, 
so a new year's greeting at this time portends much 
that was never dreamed possible in the past. So, in 
spite of what you fear and in spite of the problems 
ahead, this can be the greatest 12 months in history. 
Certainly, no one would turn the calender back, even 
if this were possible. Suppose you could. Suppose 
this were not 1952 but some other moment in his- 
tory—would you trade the current year for any of 
them? 

Happy New Year 1941. Germany is plundering 
Europe and before next Christmas rolls around 
Japan will have blasted Pearl Harbor. Then will 
follow the long desperate retreat out of Corregidor, 
Burma, the Pacific Islands before the weary road 
back can be taken. All this year you will work with- 
out penicillin because it did not become available 
until several years later. You had no knowledge of 
aureomycin nor the possibilities of aid from atomic 
radiation. 

Or go back to 1930. We were mired deep in a 
depression. There were bread lines, and public wel- 
fare was just beginning to grow into big business. 
Collections were poor, prices low, industry was idle. 

In 1930 your pneumonia patient recovered or 
died almost in spite of anything you could do, for 
the first of the modern antibiotics was not an- 
nounced until later this year. 

Suppose this were 1920. We are in a period of 
high economy after the war. Wages are good, prices 
are inflated. Everything is in turmoil, people are 
boisterous, confident, happy. In this year the League’ 
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of Nations was organized. The Volstead Act had 
been in force for a few months, and women voted 
for the first time. 

But your 10-year-old diabetic patient could not 
expect to see another Christmas because you did not 
have insulin to give him until this summer. The 
diabetic of 30 had an expectancy of just six more 
years but now, as you know, he may continue vir- 
tually a normal life span. 

Happy New Year 1895. Some will still remem- 
ber there were no airplanes or radios at this time. 
Marconi announced his wireless this year, and the 
Spanish-American War was just over the horizon. 
The big news came from a man named Roentgen 
who discovered a mysterious new ray of light that 
enabled him to see bones inside the body. This 
marked the beginning of a great new era in medi- 
cine, the benefits of which are continually expand- 
ing. 

Would you prefer 1891 when the first diphtheria 
immunization was given, or 1885 when Pasteur an- 
nounced the pasteurization of milk? 

Or 1867? The Civil War was over. Lincoln was 
dead. The Ku Klux Klan was one year old, and the 
many distresses of uniting this nation were begin- 
ning to be felt. During this year Alaska was pur- 
chased and Canada became a dominion. The first 
typewriter was built, but the telephone waited nine 
more years before arriving on the scene. 

This was the year that Lord Lister wrote his 
treatise on antisepsis and marked the beginning of 
modern surgery. Sutures were leather or hair and 
wounds were seared with oil or fire before this time. 

Or Happy New Year 1842, just 110 years ago. 
Ether was used for the first time in a surgical pro- 
cedure. Or 1816 when Laennec invented the stetho- 
scope, or 1757 when James Lind suggested limes as 
a preventive for deficiency diseases, or back into 
the darker, drearier years behind with their plagues, 
their superstitions and their horrors. 


But this is 1952. Our freedom is boundless in 
contrast with much of the world. Our standard of 
living and life expectancy exceed anything out of 
the past. And medicine is moving forward ahead 
of the calendar bringing even greater benefits to 
humanity. Medicine has experienced an awakening 
too in the fields of economics and public relations. 
Service in these areas presents a pioneering chal- 
lenge that can produce sensational results. 


So it will not be an easy year nor a period with- 
out trouble, but it provides medicine with the most 
glorious opportunities ever known. In the hope that 
everyone will cooperate to make this year outstand- 
ing, the Journal wishes each member of the Kansas 
Medical Society a most Happy New Year 1952. 


Our Greatest Resource 


A few weeks ago Dr. Franklin D. Murphy, chan- 
cellor of the University of Kansas, made a speech 
on conserving American resources. He presented 
some thought provoking ideas which are briefly 
summarized in the following paragraphs for. the 
consideration of the medical profession. 

The conservation of America’s natural resources 
has received increasing attention over a period of 
many years. Considerable benefit has derived from 
these efforts, as illustrated by the reforesting pro- 
jects of the lumber industry and others. More re- 
cently has water and soil conservation become im- 
portant, and much improvement along these lines 
may be expected in the future. 

America’s greatest resource, however, is its youth, 
and here the adult population is more apt to criti- 
cize than help. Shocking examples of the degen- 
eracy of today’s American youth have been aired 
through the press and over the radio. A few boys 
accepted bribes for manipulating the outcome of 
sporting events, and immediately the entire ath- 
letic situation in America is condemned. Insuffi- 
cient credit has been given to the thousands of 
young athletes who have played fairly and have not 
accepted bribes. A few of America’s youth became 
addicted to narcotics, and immediately the nation 
becomes indignant and resentful. A few college stu- 
dents cheat on an examination, and ‘at once the 
whole system of higher education in America is 
assailed. 

The facts are-that these problems are regrettably 
with us. They are extremely important and no ef- 
fort is made to minimize the seriousness of such 
situations. But where did America’s youth receive 
its encouragement in wrongdoing? The charge 


must, in all fairness, be laid to the responsibility of 


America’s adults. Bribery has long been condoned 
in government and dismissed with a shrug to the 
effect that nothing can be done to prevent it. Ex- 
amples of cheating are placed before the youth of 
America at every turn. Disobedience of the law, 
evasion of moral responsibility, those are common 
among the adults of our country, and even if we 
ourselves are not guilty of shortcomings in those 
areas we let it be known that we admire the person 
who did the wrong. We have tolerated gangsters 
and terrorists and have brought the high principles 
of religion into open disregard. Every youthful 
agnostic has an adult who made him that way. Every 
dishonest athlete has an adult who made it possible 
for him to be dishonest. Each child who believes it’s 
smart to evade the law was taught this to be true. 
Therefore, the adult population today has been ut- 
terly careless in the conservation of its greatest re- 
source. The youth of America is proud and strong 
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and has more opportunities than ever before. They 
needed only one thing to bring success to the com- 
ing generation in the many areas where we as adults 
have failed, and that is encouragement. If we will 
teach youth the principles they should follow, they 
will work miracles. 


Society Membership 


Kansas, with a population of just under two mil- 
lion, receives most of its health protection from 
members of the Kansas Medical Society. A very 
few doctors of medicine in this state do not belong 
for one reason or another and of course play a part 
in the total health care picture. Cultists of course 
are also seeing patients, but except for those addi- 
tions it is the doctors of medicine who are affiliated 
with this Society upon whom rests the responsi- 
bility of preserving health. 

As of January 1, 1952, there are 1,712 members, 
including all categories, in the Kansas Medical So- 
ciety. If distribution of physicians within Kansas 
were perfect, if each person in the state sought a 
member of this Society for his health needs, and if 
each member were equally active in his profession, 
each doctor would have a patient list of 1,168 per- 
sons. 

During 1951, 1,477 members paid dues to this 
Society. Twenty-three are currently in service, 41 
are on leave of absence, and 113 are honorary, all 
exempt from the payment of dues. In the entire 
Society only 58 have entered the new year delin- 
quent. 

In a recent notice we learn that there are 1,395 
members of the Kansas Medical Society who are 
paid up members of the American Medical Asso- 
ciation and that in addition to these, 69 paid dues 
in 1951 but are in arrears for their 1950 A.M.A. 
membership. This total represents in excess of 95 
per cent of the entire dues-paying membership of 
this Society and offers a vastly improved picture 
over the situation of one year ago. 


Chicago Clinical Conference 


The clinical conference sponsored by the Chicago 
Medical Society, offering lectures on many aspects 
of medicine, will be held in the Palmer House, Chi- 
cago, March 4-7, 1952. 

In response to popular demand, an increased 
number of demonstrations or work shop periods 
will be offered. They will include presentation of 
patients and scientific movies. Lectures will be one- 
half hour in length, given by outstanding teachers 
of the medical world on subjects of interest to both 
general practitioners and specialists. Scientific and 
technical exhibits will also be presented. 
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Case Reports from the University of Kansas Medical Center 
Tumor Conference* 


Pre-Cancerous and Cancerous Skin Lesions 
Edited by R. E. Stowell, M.D., and D. M. Gibson, M.D.** 


The commoner pre-cancerous skin lesions con- 
stitute an extremely important group of diseases. 
These conditions are seen frequently by every gen- 
eral practitioner and specialist, and are lesions that 
should be adequately treated in the early stage, be- 
fore they become malignant. 

The following seven cases will be discussed under 
the subject of Keratosis and Radiation Dermatitis, 
and of Nevi and Melanoma. 


Keratosis and Radiation Dermatitis 
Case No. 51-101 

W. G. V., a 68-year-old white man, was admitted 
with the chief complaint of prostatism, for which 
he had a transurethral resection. During his con- 
valescence two small lesions, one on his forehead 
and one on the right cheek, which he had had for 
two years, were excised. 

Pathology: Grossly the lesions were small gray- 
ish-white areas that were slightly elevated above 
the surface of the surrounding skin. Considerable 
keratin was seen on the irregular surface. This was 
a proliferative, pre-malignant lesion, without inva- 
sion of the basement membrane. 


Diagnosis: Senile keratosis. 
Case No. 51-102 

E. R., a 62-year-old white woman, was admitted 
to the hospital because of a large area in the right 
flank which had been draining for the past six years. 
Her past history was that of pernicious anemia, for 
which she had received repeated courses of x-ray 
therapy during one year 23 years ago. A few years 
following this, the skin became scarred and thick- 
ened, but remained asymptomatic until six years 
ago, at which time it became irritated, with vesicu- 
lation and pruritus. The area, which was approxi- 
mately 10 x 20 cm., became pigmented and showed 
an increasing amount of telangiectasis. Two months 
ago the blistering and exudation became more se- 
vere, and several small ulcers developed that did 
not heal. On hospitalization, a complete excision of 
this area was carried out, with split skin graft from 
the right side. 

Pathology: Histologically, skin appendages were 
virtually absent. In some area the rete pegs showed 
some proliferation. 

Diagnosis: Radiation dermatitis. 


“Cancer teaching activities aided by.a grant from the National 


Cancer Institute. 
** Postdoctoral clinical of the Damon Runyon 


Memorial Fund for Cancer Research. 


Case No. 51-103 

C. W. J., a 75-year-old retired physician, was 
admitted on the plastic surgery service. The patient 
had had the fifth finger of the left hand ampu- 
tated because of x-ray burns which he sustained 
approximately 35 years ago. On this admission there 
was evidence of radiation dermatitis over the fin- 
gers of both hands, with the appearance of a ma- 
lignant lesion on the middle finger of the left hand. 
The left middle finger was amputated just distal 
to the metacarpophalangeal joint. The entire finger 
was submitted to the pathology laboratory. 


Pathology: Examination of the lesion on the 
finger revealed changes similar to those seen in the 
previous case, except that they were more severe. 
In one area there was sudden transition to a well 
developed, well differentiated squamous cell car- 
cinoma, which did not extend to the fascia. 


Diagnosis: Radiation dermatitis with squamous 

cell carcinoma. 
Discussion 

Dr. Robinson: The first condition, senile kera- 
tosis, is a common lesion that is particularly prone 
to occur in those patients who have had exposure 
to the sun and wind for many years. If the lesions 
are discrete and easily removable, they should be 
excised. They should not be treated with a cautery 
because the cauterization may leave a little of the 
lesion, which may be a precursor of a carcinoma. 
Some of these lesions will become malignant, but 
it usually is not an especially serious matter since 
the malignancy can be completely removed while 
in an early stage. 


The lesion from the second case shows the 
changes that take place in the skin with massive or 
repeated radiation therapy. There is patchy sclerosis 
and atrophy, pigmentation, papillomatosis, telan- 
giectasis, epilation and anhydrosis. The skin shows 
alternate patches of white sclerosis intermingled 
with pigmentation. This is shining, slick white skin 
that doesn’t stretch well and that feels dry; in late 
stages it may show ulceration and malignant change. 


The third lesion, that of the doctor's finger, was 
a frank malignancy. That lesion was removed lo- 
cally and a full thickness skin graft applied for 
coverage. It recurred and the finger had to be am- 
putated. Many pioneer doctors have lost fingers, 
and some have lost their lives, because of lack of 
protection from radiation. With the knowledge we 
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have today, such things should not happen. Many 
long-standing radiation lesions of the extremities, 
particularly the kind that have been produced by 
repeated small doses of irradiation over a long pe- 
riod of time, will become malignant at a later date. 
Ghormley! reported 97 cases, of which about 20 per 
cent were malignant. Most of these lesions on the 
' fingers have been caused by inadequate care in the 
use of the fluoroscope or radium needles or the 
handling of x-ray dental casettes by dentists. 


Dr. Tice: Surgical excision is rather radical treat- 
nent for keratosis unless there is a question of ma- 
lignancy. X-ray therapy (600 to 1,000 roentgens) 
localized to a small area will usually destroy this 
lesion. Frequently people have multiple keratoses, 
so that surgical removal of all of them would not 
be feasible; they may be treated adequately with 
x-ray applied to each lesion for one and one-half 
to two minutes. If the patient has a slight keratosis, 
with flaking of the skin, often the application of 
castor oil over the lesion every night will so‘ten it. 


So far as radiation dermatitis is concerned, if 
one treats cancer vigorously, one will injure normal 
skin. The theory of treating cancer is to give a dose 
large enough to kill the tumor; this will also some- 
times destroy normal skin. It should be emphasized 
that repeated small doses of x-ray over a long period 
of time may be harmful, as shown by the last case. 
That doctor had probably not had x-rays on his fin- 
gers for over 15 years. He got his x-ray in small 
doses 20 to 30 years ago, and yet he developed a 
carcinoma. I don’t like to treat cancer of the skin 
of the hand with x-ray because the tissue is so thin 
that an adequate dose to the tumor may destroy 
normal tissue. 

Nevi and Melanoma 
Case No. 51-104 

A. W., a 10-year-old white girl, came to the plastic 
surgery out-patient clinic with the complaint of a 
mole on the end of her nose. There had been slight 
growth since birth. A nevus measuring three by four 
mm. was excised. 


Pathology: The nevus cells were quite irregulat 
in size and in some areas they were pigmented. 

Diagnosis: Juvenile nevus. 

Case No. 51-105 

G. G., a 71-year-old white woman, was admitted 
on the neurosurgical service. The patient entered 
che hospital because of trigeminal neuralgia. A pre- 
gasserian section was done and, incidental to this 
operation, the incision was made to include a small 
black mole over the temporal area, from which sec- 
tions were taken. 

Pathology: The lesion consisted of a dermal mass 


of intertwining fibrous tissue with pigmented nevus 
cells scattered throughout. This was a completely 
benign lesion. 


Diagnosis: Blue nevus. 


Case No. 51-106 

E. A. H., a 43-year-old white man, entered the 
hospital because of a recurrent pilonidal sinus, which 
was excised. During the patient's convalescence, a 
small pigmented nevus was excised from the lateral 
aspect of the arch of the left foot. 

Pathology: The lesion from the foot was small, 
and there was a wide margin of excision. There 
were several small nests of nevus cells which tended 
to be separated and varied in size. 


Diagnosis: Malignant melanoma. 


Case No. 51-107 


I. S. a 38-year-old white woman, entered the 
hospital on the plastic surgery service with the com- 
plaint of a mole of the left upper cheek, of three 
months duration. When first noticed it was the 
size of a match head, smooth, brown and hairless. 
It began to enlarge rapidly until it became the size 
of a 10-cent piece, at which time she was advised 
by her local doctor to have it removed. A diagnosis 
of malignant melanoma was made on sections, and 
the patient was referred to this hospital. The line 
of incision was well healed. Two small nodes could 
be felt in the neck; however, the submental node 
and the preauricular node were not palpated. The 
enlarged nodes were considered probably hyper- 
plastic. After consideration, a wide excision of the 
primary wound, with skin graft, and excision of the 
preauricular node were carried out, with a modi- 
fied neck dissection. The specimen was submitted 
for pathological study. 

Pathology: On the basis of the primary excision 
at another hospital, this was regarded as a melanoma. 
The material removed at this hospital revealed no 
evidence of tumor tissue. 


Diagnosis: Malignant melanoma. 


Dr. Boley: In a dermal nevus the nevus cells are 
separated everywhere from the overlying epidermis 
by the connective tissue stroma. These lesions are 
usually benign. In a junctional nevus the nevus cells 
are in apposition to the epithelium with no inter- 
vening stroma. This type should always be regarded 
with suspicion, as it is generally believed to be the 
forerunner of a malignant melanoma. When such 
a junctional nevus occurs in a child, prior to the 
age of puberty, it is known as a juvenile nevus. 
Nevi in children, regardless of the histological pic- 
ture, are almost universally benign. Spitz? reported 
a series of melanomas in childhood, only one of 
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which was apparently malignant. This phenomenon 
is probably linked with the onset of endocrine func- 
tion at puberty. The term melanoma is reserved for 
the malignant counterpart of the nevus. 

Dr. Helwig: The apparent freedom of pre- 
puberal children from clinical malignant change in 
nevi is interesting, especially in view of the fact 
that placental transmission of melanoma from 
mother to baby sometimes occurs, with death of the 
infant from the malignant process. 

Junctional nevi of the nail bed, hands, feet and 
genitalia show an extraordinarily high incidence of 
malignancy as compared to those of other areas, 
especially when figured on a basis of skin area. 

Highly cellular blue nevi occur most frequently 
on the feet. They occur as subdermal or dermal 
tumors, which are frequently mistaken for sarcoma 
because of the variance in nuclear size and shape 
and the spindleform arrangement of cells. They 
may form rather bulky tumors at times, and I have 
known of two amputations for them. In my expe- 
rience they are all benign. ; 

Dermal nevi are commonly regarded as never 
becoming malignant;> nevertheless, I have seen 
three cases which metastasized and killed the pa- 
tient. 

Dr. Robinson: Melanoma is a most unpredicta- 
ble type of tumor. It can be the most rapidly ma- 
lignant of any tumor, or it may remain quiescent 
for long periods of time. There is one case recorded 
in which metastases occurred in the liver 32 years 
after enucleation for melanoma of the retina.‘ 

Moles which are growing, which have been irri- 
tated or ulcerated, or which are in certain parts of 
the body subject to constant daily trauma, should 
be removed. Moles on the bottom of the foot and 
those which are shaved over daily can become irri- 
tated and should be removed. Most nevi below the 
knee, about the hands, and certainly those about the 
belt line or collar line where the clothes rub daily, 
probably should be removed if they seem to be 
making any trouble. You can’t take off all moles 
and prevent melanomas. In the case of the little 
girl, a mole on the end of her nose was removed 
chiefly for cosmetic reasons. Some moles that look 
bad had best come off when the child is young be- 
cause it may not be as safe to take them off when 
the child is past the age of puberty. 

Malignant melanoma metastasizes most frequently 
by the blood stream, but wide removal of lymphatics 
is considered to give the patient his best chance for 
cure. In the last case, we did not radically dissect 
the neck because the lesion seemed to have been re- 
moved; we resected this area locally and covered 
the defect with a skin graft. I did not do a radical 
neck dissection; I compromised by taking out the 


adjacent regional nodes, cleaning out the upper 
superficial and deep nodes along the carotid. The 
sternocleidomastoid muscles or all of the deep cer- 
vical nodes were not taken out because such a pro- 
cedure in a woman may cause her considerable 
psychic trauma, and will give her a shoulder drop 
and at least a marginal mandibular facial paralysis. 

Dr. Helwig: In my experience with melanomas 
below the elbow and below the knee, I have never 
seen a popliteal or an epitrochlear metastasis. They 
have always metastasized to the groin or axilla. 

Dr. Robinson: It has been found in large series 
of melanomas that regional node dissection along 
with radical removal of the local lesion gives a little 
better prognosis. The best prognosis is with mela- 
nomas of the head and neck; the next best is with 
those of the upper extremities; in other locations, 
they almost always recur and metastasize. Daland° 
reports an unusual case of melanoma of the ankle 
which spread by subcutaneous lymphatics up to the 
groin so that there were multiple subcutaneous 
nodules extending from the groin to the thigh. He 
did a strip operation in continuity and took off the 
skin from the ankle up to the groin, including the 
nodes, and that one patient has been alive over 15 
years from the time of surgery. Bowers® has been 
doing quarter amputation for melanoma, which 
seems a little radical. 

Dr. Johnson: Pack and others’? have reported 
one of the largest available series of malignant 
melanoma, 862 cases. Of 275 cases treated by sur- 
gical methods and observed for five years, the sur- 
vival rates were 17.7 per cent for localized mela- 
nomas and 15.6 per cent for melanomas with re- 
gional lymph node metastases. Since these two 
groups are not standardized either for previous in- 
adequate treatment or for the site of primary tumor, 
the similarity of the rates is difficult to interpret. 
It is of interest that one of eight cases, or 12.5 per 
cent, survived five years, although the primary site 
in all of these was undetermined. We suspect that 
the five-year survival rate in malignant melanoma 
reflects the natural course of the disease rather than 
an effect of treatment. 
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ACTIVITIES OF MEMBERS 


Dr. John R. Anderson, of the Topeka State Hos- 
pital, was guest speaker at a meeting of the Kiwanis 
Club in El Dorado last month, addressing the group 
on mental health. 


* * * 


Dr. N. C. Nash, Wichita, spoke to the Minisa 
Chapter, National Secretaries Association, Wichita, 
at a recent meeting. ; 

* * * 

The following Topeka physicians were elected to 
the board of directors of the Topeka Blood Bank 
last month: Dr. Orville R. Clark, president; Dr. Rob- 
ert Pfuetze, secretary; Dr. Louis Cohen, Dr. W. O. 
Martin, Dr. J. L. Lattimore and Dr. B. J. Ashley. 

* * * 

Dr. Fred Dozier, Herington, reviewed advances 
in medicine before the Rotary Club in that city on 
December 3. 

* * 

Dr. Warren S. Peiper, Arkansas City, has made 
arrangements to be in Sedan on Friday of each week 
to work with doctors there on problems of radiology. 

* * * 

Dr. Donald P. Trees, Wichita, spoke on “Prac- 
tical Medicine Relative to a Dental Practice” at a 
conference of dental societies held at Emporia in 
November. 

* * * 

Dr. E. J. Teeter, Goodland, discussed differential 
diagnosis of chest diseases before the staff of St. 
Francis Hospital in Colby on December 4. 

* * * 

Dr. Thomas Foster, Halstead, was named to the 
board of directors of the Kansas Mental Hygiene 
Society at a meeting held in Topeka early in De- 
cember. 

* * * 

Dr. Doris Bixby, formerly of Wichita, is now 

practicing in Waynesville, North Carolina. 
* * * 

Dr. Norman L. Claybourn, Fort Scott, was speaker 
at a recent meeting of the Junior Chamber of Com- 
merce in that city and told of the disadvantages of 
socialized medicine. 

* * * 

Dr. L. W. Hatton, Salina, was in Great Bend re- 

cently to address the P.T.A. there on the subject of 


sex offenders. 
* * * 


Dr. C. J. Bliss, Perry, was guest of honor at a 
community celebration held last month in recogni- 
tion of more than 30 years community service. 
Speaker on the occasion was Dr. Milton B. Miller, 
Topeka. 
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Dr. Harry L. Church and Dr. C. H. Smith, Pitts- 
burg, presented the program at the November meet- 
ing of the Crawford County Medical Assistants’ 
Society. 

* * * 

Dr. Charles E. Vestle, Humboldt, addressed the 
registered nurses’ study club in Iola on the subject 
of “Obstetric Analgesia” at the November meeting. 

* * * 
Dr. William K. Walker was named president of 


the Cedar Vale Chamber of Commerce last month. 
* 


Dr. Mary Glassen, Phillipsburg, was speaker at a 

P.T.A. meeting in Colby on December 5. 
* * * 

Dr. J. S. Hibbard and Dr. W. J. Kiser, Wichita, 
attended the Pan Pacific Surgical Association Con- 
gress in Honolulu in November. 

* * * 

The following physicians were named to office 
in the Wyandotte County Academy of General 
Practice recently: Dr. Ray Busenbark, president; 
Dr. F. J. Strick, vice president; Dr. Harvey L. Lloyd, 
secretary; Dr. K. C. Haas, treasurer; Dr. M. R. Fitz- 
patrick, trustee for one year; Dr. G. P. Neighboz, 
trustee for two years; Dr. W. C. Rasmussen, trustee 
for three years. 

* * * 

Dr. David W. Robinson, of the University of 
Kansas Medical Center, presented a paper, “Some 
Observations on Connective Tissue Growth and 
Tissue Culture in Relation to Keloid Formation,” at 
a meeting of the American College of Surgeons at 
San Francisco in November. 

* * * 

Dr. M. D. McComas, Jr., a Concordia Rotarian, 
spoke to the club there on December 10 on the his- 
tory of surgery and the qualifications required of 
today’s specialists. 

* * 

Dr. Garland L. Campbell has announced his res- 
ignation from the staff of the Arkansas City Med- 
ical and Surgical Clinic and will enter private prac- 
tice in surgery and obstetrics in Arkansas City. 

* * * 

Dr. Orville R. Clark, Topeka, has been named a 
member of the Committee on Professional Educa- 
tion of the American Cancer Society. The commit- 


tee will meet in New York in February. 
* * * 


Dr. Frederick A. Gans, formerly of Abilene, has 
announced the opening of an office in Salina for 
the practice of pediatrics. He was graduated from 
St. Louis University School of Medicine in 1946 and 
completed his training at the St. Mary’s group of 
hospitals of St. Louis University in 1951. 
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BOOK REVIEWS 


The Specialties in General Practice. Edited by 
Russell L. Cecil. Published by W. B. Saunders Com- 
pany, Philadelphia. 818 pages, 470 figures. Price 
$14.50. 

This book fills partially that large void between 
the general practitioner and the specialist. The edi- 
torial staff are all well recognized authorities in 
their respective fields, and the text is exceedingly 
readable. It gives the general practitioner a good 
perspective regarding specialty treatment and diag- 
nosis and tells what the general practitioner can do 
to alleviate and improve many of the specialty dis- 
eases. This book is recommended to all general 


practitioners —W.L.V. 
* * * 


Surgical Practice of the Lahey Clinic. By Mem- 
bers of the Staff of the Lahey Clinic, Boston. Pub- 
lished by W. B. Saunders Company, Philadelphia. 
1014 pages, 784 illustrations, 509 figures. Price $15. 


This volume is published almost 10 years after 
the first volume discussing surgical practice at the 
Lahey Clinic. It presents procedures which by fre- 
quent repetition have become standardized at that 
clinic. Consisting of 79 articles about a variety of 
subjects, (the thyroid gland; the stomach and 
duodenum; the small intestine, sigmoid and rectum; 
the biliary tract; the spleen, adrenal gland and pan- 
creas; the breast; the pelvis; bones and joints; the 
brain, spinal cord and nerves; anesthesia and mis- 
cellaneous), it constitutes a valuable reference for 
the preoperative management, the operative tech- 
nique, the postoperative care, the diagnosis, and 
many other important phases of almost every sur- 
gical disease. 

It is abundantly supplied with numerous charts, 
photographs and excellent drawings illustrating the 
various problems. Many of the articles have ap- 
peared previously in surgical journals. It has been 
written by members of the surgical group at the 
Lahey Clinic. This book will serve as an extremely 
worth-while reference for anyone dealing with 
usual surgical procedure and should find a conven- 
ient place on any surgeon’s bookshelf, or those in- 
terested in surgical diseases—C.F.K. 


Pulmonary tuberculosis could be wiped out if 
compulsory cooperation in annual mass chest sur- 
veys could be secured, as has been achieved in the 
Scandinavian countries. Similar dividends are not 
to be expected from survey procedures in gastro- 
intestinal roentgenography, but pilot experiments 
are under way, in several institutions, that should 
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clarify the magnitude of the problem and the fre- 
quency of unsuspected but curable lesions by rou- 
tine methods. Mass chest surveys may be of con- 
siderable value in the discovery of unrecognized 
cases of heart disease—Merrill C. Sosman, M.D., 
The New England J. Med., April 12, 1951. 


DEATH NOTICES 


John Alfred Dillon, M.D. 


Dr. J. A. Dillon, 78, former superintendent 
of the Larned State Hospital, died at his home 
in Larned, December 3. He was graduated 
from the Kansas Medical College in 1893 and 
later spent a year in postgraduate study in 
Berlin and London. He began private practice 
in Larned in 1906, continuing there until he 
became head of the state hospital in 1927, a 
position he resigned in 1945. He was an 
honorary member of the Pawnee County 
Medical Society. 


* * * 


Otto Andrew Hennerich, M.D. 


Dr. O. A. Hennerich, 66, a member of the 
Central Kansas Medical Society, died at his 
home in Hays, December 7. He was a grad- 
uate of St. Louis University School of Medi- 
cine with the class of 1909 and established 
practice in Hays in 1913, specializing in eye, 
ear, nose and throat work. He had been chief 
of staff of St. Anthony’s Hospital and at the 
time of his death was an active member of 
the staff of Hadley Memorial Hospital. 


* * * 


Delbert Otto Haage, M.D. 


Dr. D. O. Haage, 47, an active member of 
the Butler County Medical Society, died De- 
cember 7 at Wichita after having suffered a 
cerebral hemorrhage at his home in August. 
He had been practicing in Augusta since 1935, 
specializing in pediatrics. He was a graduate 
of the University of Kansas School of Medi- 
cine, class of 1933. 

* * * 


Ingall Howard Neas, M.D. 


Dr. I. H. Neas, 43, an active member of the 
Wyandotte County Society, died in Kansas 
City, December 25. He was graduated from 
the University of Kansas School of Medicine 
in 1935 and had practiced internal medicine 
in Kansas City since that time, except during 
World War II when he served as a lieutenant 
colonel in the Army medical corps. 
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BLUE SHIELD 


Progress Report on Economy Program 

The most significant progress which can be re- 
ported on the voluntary economy program of Blue 
Cross-Blue Shield in Kansas is the fact that the pur- 
poses and methods of the program are being en- 
thusiastically accepted by Kansas physicians. Mem- 
bers from the Blue Cross-Blue Shield staff have met 
so far this winter with over 200 Blue Shield par- 
ticipating physicians in round table discussions. So 
far not one voice has been raised in complaint of 
the attempts being made to pursue this voluntary 
economy program. Actually many physicians are 
saying that they believe there is some unnecessary 
hospitalization and use of services in Blue Cross and 
that this service could be easily eliminated with the 
cooperation of doctors throughout the state. 

The approach being made is based on a report to 
physicians of the trends in the hospital admission 
rate here in Kansas as compared with the national 
average for all Blue Cross plans in the United 
States. The following factual information reveals 
that in Kansas Blue Cross members are using hos- 
pitals to a considerably greater extent than through- 
out the country. 


Number of Bed Patients Per 1,000 Members 


National 
Average Kansas 
Rate Rate 
1948 117 133 
1949 118 142 
1950 121 147 


The above table shows that the rate of admission 
in Kansas is climbing faster than it is in the na- 
tion as a whole. The difference between the rate 
in Kansas and other individual Blue Cross plans is 
often as great as 40 or 50 cases per 1,000 members. 
Another significant fact is that while in Kansas the 
length of stay in the hospital compares favorably 
with the national average, our length of stay is over 
one day longer than in Texas and a half day longer 
than in Oklahoma. The reduction in the Kansas 
length of stay of only one-half day would mean a 
saving of nearly $500,000 per year. The information 
presented above is being frankly discussed with 
physicians in these round table meetings. 

If the number of hospital admissions continues 
to rise as it has in the past, and if the cost of hos- 
pital care goes up with the rising inflation, it is 
evident that additional changes in Blue Cross bene- 
fits or rates will be necessary in 1953. However, 
physicians have expressed the feeling that an addi- 
tional increase in Blue Cross rates will again tend 
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to discourage membership on the part of the modest 
and low income group. This is the very group which 
needs Blue Cross-Blue Shield benefits the most. 
Thus we find this enthusiasm and willingness on 
the part of physicians to cooperate in trying to slow 
down the rising trend in the use of service. It is not 
only in the admission rate or the length of stay 
where these costs are mounting. The use of ex- 
pensive drugs and laboratory workups is also on the 
rise. Some physicians have expressed the opinion 
that some of this use of laboratory and drugs may 
not be essential in patient treatment. 

Blue Cross and Blue Shield stand solidly on the 
fundamental principle that the individual physician 
is the only arbiter in the treatment of his patient. 
Benefits of Blue Cross-Blue Shield have been de- 
signed to encourage this freedom of treatment and 
to avoid contractual limitations which might ham- 
per the physician in his practice. It is the hope of 
the responsible groups in the Blue Cross-Blue Shield 
program that this freedom may be maintained 
through voluntary cooperation. For example, it 
would be unfortunate if it becomes necessary to 
eliminate certain worthwhile benefits such as un- 
limited use of approved drugs, solely because the 
cost of the service goes beyond the natural limits 
of normal practice. 

If each individual physician will keep these costs 
in mind and operate on the principle of treating the 
patient according to his true medical needs, it could 
be assumed then that the cost would stay within 
its natural limits. However, the physician must play 
a responsible part in the explaining to his patients 
why a reasonable use of service is in the best in- 
terest of the entire program. 


To summarize: (1) In the first few months of 
our economy program we have found acceptance 
and enthusiasm for it by over 200 physicians. 
(2) The consensus among physicians is that waste 
does exist and that such waste can be eliminated 
without interfering with the welfare of patients. 
(3) It remains now for us to continue to tell the 
story so that all physicians will become aware of the 
vital importance of keeping the cost of the voluntary 
Blue Cross-Blue Shield program within the reach of 
the low and modest income group. (4) Members 
of the Blue Shield Relations Committees and offi- 
cers of county societies are urged to help in arrang- 
ing for Blue Shield staff members to meet with 
county societies for a graphic presentation of the 
problem. 


Make reservations now for the 93rd annual meet- 
ing of the Kansas Medical Society, April 27-May 1, 
1952, Kansas City. Address requests for rooms to 
Manager, Town House, Kansas City, Kansas. 
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Senior Thesis from the University of Kansas Medical School* 
The Effects of Changes in Serum Potassium Concentration on the Electrocardiogram 
Bob B. Andrews, M.D.** 


Kansas City, Kansas 


Ringer recognized in 1883 that potassium and 
calcium salts must be present in the fluid perfusing 
the heart for the proper function of the heart; that 
too little potassium caused the contractions to be- 
come broader and broader until fusion of the beats 
occurred; and that too much potassium caused im- 
perfect contractions which became weaker and 
weaker until the heart stopped. 

More recently it has been recognized that po- 
tassium is the chief cation in the cell, being present 
normally in concentrations estimated between 140 
and 160 mEq. per liter of cell water, and that it is 
present in the extracellular fluid in concentrations 
of from 4.0 to 5.5 mEq. per liter. Under abnormal 
circumstances the amount of potassium in the serum 
can be either reduced or increased, producing al- 
terations in cardiac function such as Ringer had re- 
ported. These abnormalities have been recognized 
in a number of clinical conditions. In recent years 
these clinical conditions have received much atten- 
tion. 

Hypopotassemia can be produced by potassium en- 
tering the cell, by excretion in the urine, or by loss 
through body fluids in stools and intestinal secre- 
tions. Hypopotassemia has been found in patients 
with familial periodic paralysis, diabetic acidosis 
after therapy is begun, vomiting due to intestinal 
obstruction, postoperatively with prolonged admin- 
istration of parenteral fluids, inanition, nephrosis 
with diuresis, and after administration of ACTH 
or adrenocortical hyperfunction. 

Hyperpotassemia, on the other hand, can be pro- 
duced by absorption through the gut of large 
amounts of ingested potassium, emergence of po- 
tassium from the cells, or blockage of excretion of 
potassium through the kidneys. Hyperpotassemia is 
practically confined to patients with renal failure, 
advanced dehydration, or shock, since normally the 
kidney will excrete the abnormal amounts of po- 
tassium. High serum potassium, however, is known 
to occur in patients with adrenal insufficiency and 
in diabetic acidosis before therapy. Potassium in- 
toxication can be produced by parenteral injection 
of potassium salts, but it is difficult to produce by 
oral administration except in patients with renal 
failure, shock or adrenal insufficiency. 


*This is one of 11 senior theses selected for publication by the 
Editorial Board from a group of 15 judged the best by the faculty 
of the University of Kansas School of Medicine. 

**Thesis written while the author was a senior student at the 
University of Kansas School of Medicine. Dr. Andrews is now serv- 
ing his internship at St. Margaret’s Hospital, Kansas City, Kansas. 


With the recognition of the number of clinical 
conditions in which changes in serum potassium 
concentration occur and the serious results that can 
obtain from these changes, it has become necessary 
to find a practical method for the estimation of 
potassium levels in the body. Methods for the direct 
determination of the serum potassium concentra- 
tion are not always available or practical. 'However, 
the electrocardiogram, which is generally readily 
available to all, offers a method of estimation of 
potassium concentration in the serum since there 
are definite changes that occur in the electrocardio- 
graph when either hypopotassemia or hyperpo- 
tassemia is present. 


Hypopotassemia 

Most of the early work on electrocardiographic 
changes in hypopotassemia was done on patients 
suffering from familial periodic paralysis. More re- 
cently, Bellet et al.! attempted to correlate the level 
of serum potassium and the electrocardiographic 
changes and to estimate the relation of the etiology 
to the electrocardiographic changes. These workers 
observed five distinct patterns of electrocardio- 
graphic changes. They are: 

1. Depression of the ST segment accompanied 
by lengthening of the QT interval. The degree va- 
ried in general with the degree of hypopotassemia. 
In the more severe grades, the initial portion of the 
ST segment resembled an inverted T wave. 

2. T wave inversion accompanied by QT pro- 
longation, frequently followed by U waves. T wave 
inversion was of three types: (a) slight elevation 
of the initial portion of the ST segment followed by 
terminal downward dip (resembling that in acute 
pericarditis with subepicardial myocarditis), (b) the 
inverted T wave situated below the isoelectric line, 
and (c) inverted T wave manifested little or no 
deviation from the isoelectric line and except for 
prolongation of the QT segment resembled the in- 
verted T wave seen in various types of myocardial 
diseases. 

3. Upright T waves of normal amplitude or 
slightly above or below. The QT interval was pro- 
longed and the T wave occupied the entire QT seg- 
ment extending from the beginning of the S wave 
to the end of the T wave. There was usually no 
isoelectric period between the S wave and the initial 
ascent of the T. A few exceptions were seen where 
there was alkalosis with and without hypocalcemia. 
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Normohydration 
FOR BOWEL REGULATION 


Besteonny, the constipated stool is dehydrated, 
whereas the diarrheal stool or that induced by salines 


and irritants is hyperhydrated, containing free water. 


When Metamucil is employed for the management 
of constipation, it is mixed in a full glass of cool liquid. 
The ingested liquid containing the mucilloid promotes 


normohydration. 


M ETA M U C I L® is the highly refined mucilloid of 


COUNCILON 
DHARMALY 


SEARLE 


Plantago ovata (50%), a seed of the psyllium group, 
combined with dextrose (50%) as a dispersing agent. 
G. D. Searle & Co., Chicago 80, Illinois. 


RESEARCH IN THE SERVICE OF MEDICINE 
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4. T waves which were almost isoelectric accom- 
panied by a terminal U wave. The end of the QT 
segment was not clearly demarcated in this pattern 
and it is probably best to refer to this as a QU wave. 
Following administration of potassium, the U wave 
disappeared and the T returned to normal ampli- 
tude. 

5. T wave of normal amplitude. U wave unduly 
prominent and followed by a T wave after the 
downstroke had reached the isoelectric line. The 
QT interval proper was not prolonged; the pro- 
longation involved the QU interval or the entire 
electrical systole. 

The majority of the cases fell into types 1 and 2. 
Sixty-six per cent of the cases occurring from dia- 
betic acidosis were of type 2 and had less frequent 
and less prominent U waves, whereas 53 per cent 
of the cases occurring from vomiting were of type 
1 and had more frequent and more prominent U 
waves. They did find significant statistical correla- 
tion between the QT interval and serum potassium 
levels. They, however, thought that the differences 
of type in cases of different etiologies were due to 
the rapidity and manner of production of hypo- 
potassemia and the effects of other electrolytes. 


The division into such detailed changes, though, 
is not too practical for the average physician in de- 
termining the presence of hypopotassemia. In gen- 
eral, when the concentration of potassium in the 
serum falls below 3.0 mEq. per liter the following 
changes are likely to develop: slight prolongation 
of the QT interval in relation to the PT interval; 
rounded, prolonged T waves; and later decreased 
height and inversion of the T waves and possibly 
inversion of the P waves, extrasystoles and auriculo- 
ventricular block. 

Low serum calcium has also been shown to pro- 
duce prolongation of the QT interval. In this con- 
dition, however, the changes appear to take place 
with prolongation of the isoelectric level between 
the R and T waves, while in hypopotassemia there 
’ are alterations in the QRS conduction time and in 
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the form of the T waves and RT segment. Martin 
and Wertman! conclude from the study of electro- 
cardiographs in patients with diabetes that there is 
some factor other than low calcium or potassium 
that also causes prolongation of the QT interval, so 
this cannot be relied upon entirely as a diagnostic 
point in hypopotassemia. - However, the T wave 
changes appear to be rather specific for potassium. 
JNadler et al.'4 report that there was S-T segment 
depression in only 50 per cent of their cases of 
diabetic acidosis in which the serum potassium level 
was below normal. They also show S-T segment de- 
pression with a fall in blood pressure when serum 
potassium levels were normal, and it is well known 
that digitalis produces a depression of the S-T seg- 
ment, so that, althoygh these latter changes do not 
look exactly like the ones in hypopotassemia, these 
factors must be taken into consideration before 
hypopotassemia can be diagnosed in the electrocar- 
diograph. Digitalis also produces inversion of the 
T wave, but causes prolongation of the P-R inter- 
val and not of the Q-T interval. So, even if digi- 
talis were being given, one could recognize hypo- 
potassemia by lengthening of the Q-T interval. 


Hyperpotassemia 


Winkler, Hoff and Smith!® found by the intra- 
venous injection of potassium chloride into dogs 
that there was first an increase in amplitude of the 
T wave, usually accompanied by shortening of dura- 
tion. This became apparent in the dogs at concen- 
trations of 5.0 to 7.8 mEq. per liter and increased 
progressively until it equaled the QRS complex in 
amplitude and brevity or until it was obscured by 
the onset of other changes. At 7.8 or 9.0 mEq. per 
liter the S-T segment began to sink below the iso- 
electric line and continued to drop as the concen- 
tration increased. The P wave began to widen and 
lose amplitude at 9.4 to 11.0 mEq. per liter and dis- 
appeared as the concentration rose. There was no 
change in the P-R interval up to the time the P 
wave disappeared. The QRS complex became wider 
at concentrations of 10.0 to 12.0 mEq. per liter. 
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—— representing the electrocardiographic changes occurring with changes in the concentration of potassium in serum (from Dar- 
row, New 


England Journal of Medicine, 242:1015, 1950). 
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for the treatment of ventricular arrhythmias 


PRONE STYL Hydrochloride 


Squibb Procaine Amide Hydrochloride 


Oral administration of Pronestyl is indicated in 
ventricular tachycardia and runs of -ventricular 
extrasystoles. Intravenous administration is some- 
times used in ventricular tachycardia and to correct 
ventricular arrhythmias during anesthesia. For 
detailed information on dosage and administration, 
write for literature or ask your Squibb Professional 
Service Representative. 


PRONESTYL IS A TRADEMARK OF E.R. SQUIBB & SONS 


Pronestyl Hydrochloride Capsules, 0.25 Gm., bottles of 100 and 1000, 
Pronestyl Hydrochloride Solution, 100 mg. per ce., 10 cc. vials. 


SQuisBB MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1869, 
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Death occurred at 14.0 to 16.0 mEq. per liter. These 
authors concluded that it was the level of serum 
potassium rather than the rate of injection that de- 
termined the toxicity of potassium. 

Stewart et al.!> in reviewing the literature no- 
ticed first an increase in the amplitude of the T 
wave, then a decrease in the amplitude of the R 
wave with an increase in the amplitude of the S 
wave. At about 10 mEq. per liter there was dis- 
appearance of the P wave and progressive depres- 
sion of the RS-T segment and widening of the QRS 
complex, giving a smooth diphasic curve to the 
QRS-T complex. 

Darrow? gives the sequence of changes with in- 
creasing concentration of potassium in the serum as 
the appearance of high, peaked T waves, increased 
duration of the PR interval leading to auricular 
standstill, biphasic curve with progressive delay in 
ventricular conduction and total arrhythmia lead- 
ing to cardiac arrest. 

Tarail!’ reported no toxic action below the level 
of 6.8 mEq. per liter, sometimes from 6.8 to 7.6 
mEq. per liter, and regularly above 7.8 mEq. per 
liter. In this study, peaked T waves were the first 
sign of potassium intoxication in the electrocar- 
diograph, but subsequent disturbances in the QRS 
complex, P-R interval, S-T segment and P waves 
occurred concurrently. His series consisted of only 
19 patients with renal insufficiency, four of whom 
showed electrocardiographic effects of hyperpo- 
tassemia. It is generally considered that these effects 
begin to appear as the serum potassium level reaches 
6.5 to 7.8 mEq. per liter and are quite regularly 
present at concentrations of 8.0 mEq. per liter and 
above. Heart block and irregular rhythm occur at 
10 mEq. per liter or slightly above. The main effects 
are peaked T waves and increase in duration of the 
QRS complex. 

Although increase in the severity of the electro- 
cardiographic disturbance in a given patient can be 
said to be due to increase in concentration of serum 
potassium, the appearance of the electrocardiograph 
at a given elevated concentration of serum potas- 
sium differs considerably from case to case. So the 
electrocardiogram can be used as a rough indication 
as to proper therapy, but it cannot be depended 
upon as a substitute for serum potassium measure- 
ments. 

Potassium Therapy 

When the abnormality in the level of serum po- 
tassium is discovered, even though the exact mech- 
anism leading to the alteration is not entirely clear, 
the proper steps to attain normal levels is an ad- 
vantageous and many times a life-saving procedure. 

If a patient can consume a regular diet, one 
usually need not worry about hypopotassemia be- 
cause the average diet contains 90-125 mEq. of po- 


tassium per day. However, many of the patients in 
whom hypopotassemia develops are not able to take 
a normal diet so that other means for giving po- 
tassium must be sought. Oral administration is de- 
sirable if possible. Solutions of potassium chloride 
in concentration of 40 to 80 mEq. of potassium per 
liter (three to six gms. potassium chloride) given 
in 50 to 100 cc. amounts have proved efficacious. 
Fruit juices or other carries may be used if desired. 

Concentrated meat broths have been shown by 
Howard and Carey!° to contain as much as 1,000 or 
more mEq. of potassium per liter so that even small 
amounts of these could supply large amounts of po- 
tassium. 

If oral administration is precluded by gastroin- 
testinal dysfunction, or in emergency situations, par- 
enteral administration must be used. In intravenous 
administration, care must be used in the concentra- 
tion of potassium in the administered fluid and in 
the rate of injection so that high potassium levels 
are not reached suddenly. For this reason Darrow? 
recommends that solutions injected intravenously 
should not contain over 20 mEq. per liter in potas- 
sium concentration. Here the electrocardiogram can 
be used for quick estimates of potassium levels. 
Howard!° has also shown that it takes several days 
for recovery from potassium deficit in debilitated 
patients so that potassium administration should 
continue for about six days or until food can be 
taken. Use of the electrocardiogram as a guide is 
desirable. 

Since hyperpotassemia frequently occurs in pa- 
tients with renal disease, administration of potas- 
sium in such patients should be used with extreme 
caution if not avoided entirely. 

Should potassium intoxication occur, prompt 
treatment is mecessary to prevent cardiac arrest. 
Calcium has been used to give transient increase in 
cardiac rate in patients with auricular standstill with 
ventricular rhythm. Finch et al.> have corrected 
potassium intoxication in patients in renal failure by 
use of three per cent saline solution. It has also 
been shown that deposition of glycogen is accom- 
panied by a transfer of potassium into the cells, and 
hypertonic glucose intravenously has been used suc- 
cessfully to promote glycogen deposition and re- 
duction of serum potassium level. 


Summary 

1. The chief electrocardiographic changes result- 
ing from hypopotassemia are prolongation of the 
QT interval, prolongation and inversion of the T 
wave and possibly inversion of the P waves, extra 
systoles, and auriculoventricular block. Hypocal- 
cemia may also produce prolongation of QT inter- 
val, but the T wave changes are rather specific for 
potassium. 
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1. Perloff, Wm. H. (1951), Treatment 
of the Menopause. II. American 
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Wuen you have replaced her confusion with under- 
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lems. The other—the actual physical symptoms—may be 
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tion for SuLestrex. A water-soluble, stable, pure estrone 
salt, SULESTREX provides as effective therapy as science 
has yet created. It contains no urinaceous substances to 
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tiny white uncoated tablets. 

Clinical trials with SULEsTREX have shown that response 
to the drug is constant, predictable and relatively free of 
side-effects. Following a study of 58 standardized meno- 
pausal patients, Perloff! reported SULESTREX a “potent and 
effective oral estrogen with an extremely low incidence of 
nausea.” Complete control of symptoms was attained with 
from 0.5 to 4.5 mg. of SuLestREXx daily—with a median 
daily dose of 1.5 mg. Write for complete information. 
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2. The chief electrocardiographic changes result- 
ing from hyperpotassemia are high peaked T waves, 
depression of the S-T segment, disappearance of the 
P wave, depression of the RS-T segment, giving a 
smooth biphasic curve to the QRS-T complex. At a 
given level of serum potassium, the appearance of 
the electrocardiograph may vary from patient to pa- 
tient, but it may be used as a rough estimation of 
potassium level. 

3. A few aspects of therapy are mentioned, and 
use of the electrocardiogram as a guide to therapy 
is advocated. 
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Tuberculosis Death Rate Dropping 

The nation’s death rate from tuberculosis dropped 
about nine per cent in 1949, to 26.2 per 100,000 
population, according to a recent release from the 
Federal Security Agency. During the first 11 months 
of 1950, a further decline of 15 per cent occurred, 
although the latter figure is provisional and may 
require revision when the 12th month of the year 
is included. The death rate in the United States has 
shown a downward trend for almost 50 years, ex- 
cept for a slight rise in 1917 and 1918, during the 
influenza epidemic of World War I. 
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COUNTY SOCIETIES 


Dr. John D. McMillion was elected president of 
the Montgomery County Society at a meeting held 
at the Booth Hotel, Independence, early in Decem- 
ber. Other officers chosen are: Dr. W. F. Dreyer, 
vice president; Dr. William T. Read, secretary; Dr. 
G. C. Bates, treasurer. - « 

_* * * 

The following officers were chosen to head the 
Barton County Society at a meeting held December 
4: president, Dr. M. W. Carlson, Ellinwood; vice 
president, Dr. T. J. Brown; secretary-treasurer, Dr. 
A. W. Beahm; delegate to state society, Dr. Robert 
C. Polson; alternate, Dr. L. R. McGill; board of cen- 
sors, Dr. James Gaume, Dr. Don Kendall and Dr. 
E. H. Atkin. 

* * * 

Two members of the faculty of the University of 
Kansas School of Medicine presented the scientific 
program at a meeting .of the Sedgwick County So- 
ciety held at the Allis Hotel, Wichita, December 4. 
Dr. William Williamson spoke on “Differential 
Diagnosis of Surgical and Non-Surgical Diseases of 
the Spinal Cord,” and Dr. E. Grey Dimond dis- 
cussed “Cardiac Catheterization and its Application 
in Medical Diagnosis.” 

* * * 

Dr. Byron Ashley was named president of the 
Shawnee County Society at a meeting held at the 
Hotel Jayhawk, Topeka, December 4, and Dr. Harry 
J. Davis was chosen to serve as president-elect. Dr. 
Francis Collins is vice president, Dr. D. B. Foster is 
secretary, and Dr. Willis L. Beller is treasurer. A 
guest, Mr. W. Van Murchie of St. Joseph, Missouri, 
spoke on “Organized Chaos versus Regimented Con- 
fusion.” 

* * * 

Members of the Crawford County Society enter- 
tained the Auxiliary at a dinner meeting at Pitts- 
burg on November 29. The scientific program, 
“Diseases of the Colon,” was presented by three 
guests from Wichita, Dr. N. C. Nash, Dr. B. E. 
Stoffer and Dr. E. L. Mills. The following officers 
were elected: president, Dr. Paul Leffler; vice presi- 
dent, Dr. Howard Elliott; secretary-treasurer, Dr. 
Earl Miller. 

* * * 

The Nemaha County Society held a joint meeting 
with the Auxiliary on November 27 at the Com- 
munity House in Seneca. A buffet dinner was 
served. Dr. Paul C. Laybourne, of the University 


of Kansas Medical Center, was guest speaker. 
* * * 
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Meat...Its Place in the 
Dietary Management of Nephritis 


JANUARY, 1952 


The formerly held tenet that protein intake should be restricted for all patients with 


impaired renal function, in order to afford the kidney physiologic “rest,” is no longer . 


valid.' Except for infection and some neoplastic and traumatic disorders, the treatment 
of renal disease is nonspecific and essentially symptomatic. The clinical problem cen- 
ters largely on diet regulation, in the hope of stimulating the kidneys to improve 
impaired function, without unduly risking harm. 


Even in the presence of azotemia, a protein intake of 60 to 80 Gm. per day has not 
been found harmful to the renal patient. Low protein intake, on the other hand, 
together with urinary loss of protein may encourage the development of asthenia, 
anemia, hypoproteinemia, and edema.” Also pertinent to the dietary management in 
renal disease is the experimental finding that high protein diets in normal dogs promote 
higher urea clearance and greater renal blood flow than do low protein diets.** 


Except in anuria, a protein intake adequate to maintain nitrogen balance has been 
suggested.’ Although as little as 30 to 40 Gm. of protein per day may suffice for this 
purpose in the fever-free patient at bed rest, few occasions arise when 1 Gm. of protein 
per day per kilogram of body weight may not be given safely. In the presence of 
significant proteinuria, unless specifically contraindicated, the dietary protein may be 
increased beyond that amount in order to counterbalance the urinary protein loss. 


Contrary to the still prevalent ancient belief among the laity, red meats are just as 
- harmless to the renal patient as white meats; nor is there evidence that plant proteins 
are more beneficial in nephritis than animal proteins. As with the normal person, the 
dietary protein of the patient should be of high biologic value. 


Meat, because of its high content of biologically complete protein, may contribute 
valuably to the protein needs of the nephritic patient. The nutritional importance of 
meat, however, is not limited to its contained protein. Meat also contributes highly 
significant amounts of iron and of the vitamin B complex, including niacin, panto- 
thenic acid, pyridoxine, riboflavin, thiamine, and the newly discovered vitamin By. 
Other salient features of meat in the dietary of the patient are its high palatability, its 
stimulation of the digestive processes, its satiety value, and its easy and practically 


complete digestibility. 
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2. Weiss, S.: Diet and Bright’s Disease, Connecticut M. J. 5:496, 1941. 
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were guests of the medical society at a dinner meet- 
ing in Lindsborg on November 29. A male quartet 
from Bethany College provided the program for the 
evening. 

Officers of the society were elected at a meeting 
held December 12, and the following were chosen: 
president, Dr. E. C. Brandsted; vice president, Dr. 
G. E. Finkle; treasurer, Dr. Robert Sohlberg; secre- 
tary, Dr. A. H. Dyck; delegate, Dr. Weir Pierson; 


alternate, Dr. W. R. Jones; censors, Dr. C. R. Lytle, . 


Dr. W. R. Jones and Dr. A. M. Lohrentz. 
* * * 

Dr. Melvin A. Rabe was elected president of the 
Leavenworth County Society at a meeting held on 
December 10. Dr. C. A. Bennett was named vice 
president, and Dr. V. A. Christ was chosen as secre- 
tary. 

* * * 

Dr. and Mrs. L. G. Graves entertained members 
of the Stafford County Society and Auxiliary at a 
covered dish dinner at their home in St. John on 
December 11. 

* * * 

New officers of the Clay County Society, who 
will serve also as officers of the Clay Center Munici- 
pal Hospital, are: president, Dr. F. C. Shepard; vice 
president, Dr. F. D. Taylor; secretary-treasurer, Dr. 
Guy B. Mcllvain. 

* * * 

A meeting of the Pratt County Society was held 
at the Hotel Roberts, Pratt, last month following a 
Christmas dinner. Dr. M. E. Christmann was elected 
president of the group with Dr. F. G. Freeman as 
vice president and Dr. R. W. Edwards as secretary- 
treasurer. A film on the University of Kansas Med- 
ical Center, “Beyond the Towers,” was shown. 

* * * 

The Harvey County Society met December 10 at 
the Newton Country Club for a dinner and election 
of officers. Dr. W. C. Dreese, Halstead, was named 
president; Dr. J. B. Nanninga, vice president; Dr. 
A. S. Hawkey, secretary-treasurer; Dr. John W. 
Hertzler, censor. 

* * * 

Eighty members of the medical societies and aux- 
iliaries of a tri-county area including Sumner, Cow- 
ley and Kay counties, were present at a meeting held 
at the VFW Memorial Building in Arkansas City 
on December 13. Speaker for the evening was Mr. 
Virgil Hill of Topeka, who was introduced by Dr. 
G. Allen Howell, Wellington. 

Officers of the Cowley County Society were 
elected at a separate session held later in the eve- 
ning. Dr. H. H. Jones, Jr., Winfield, was chosen 
president; Dr. Roscoe F. Morton, Arkansas City, 
vice president; Dr. A. Y. Wells, Winfield, secre- 


tary; Dr. E. W. Hellweg, Arkansas City, board o* 
censors. 
* * * 

The Bourbon County Society and the Mercy Hos- 
pital staff held a joint meeting at the Burke Street 
Hospital, Fort Scott, December 19. A medical moviz 
was shown. 

* * * 

Dr. Edward J. Grosdidier was elected president of 
the Wyandotte County Society at a meeting held 
December 18. Other officers are: Dr. W. F. Roth, 
Jr., vice president; Dr. G. R. Peters, secretary; Dr. 
E. A. Reeves, treasurer; Dr. F. J. Nash, censor; Dr 
Agnes Robbins, Dr. Emmerich Schulte and Dr. Wray 
Enders, delegates. 


Sectional of A.C.S. 


A sectional meeting of the American College of 
Surgeons will be held at the Hotel Adolphus, Dal- 
las, Texas, February 4, 5, and 6. Kansas physicians 
are invited to attend. 

The program will include two days of scientific 
sessions at the ‘hotel and a day of teaching clinics 
and demonstrations in Dallas hospitals. New surgi- 
cal motion pictures will be shown, including sev- 
eral which were prepared especially for the Cine 
Clinics at the 1951 clinical congress and a stereo- 
scopic colored film on radical resection for carci- 
noma of the stomach which is attracting national at- 
tention. 

Hotel accommodations may be obtained by writ- 
ing Mr. James R. Shaffer, Hotel Adolphus. 


Economy Governs Socialization 

The economic condition of the countries ot 
Europe will determine whether socialization of med- 
ical care abroad will increase or decrease in the next 
few years, reported Dr. Austin Smith, editor of the 
Journal of the American Medical Association, on his 
return from a recent European trip. 

“The degree of the socialization of medical care 
varies country by country,” he said, “and the re- 
sponse to it varies in accordance with the occupa- 
tional interest and the economic status of the indi- 
viduals. England has a greater degree of socialized 
medicine than any other country and its system, 
while it may be modified from time to time so that 
the people may pay more for what they get, will not 
be cast out by the present Conservative government 
or by any other government so long as the country 
has or gets the money to pay its huge cost.” 

Dr. Smith reported European respect for the 
American people and for American industry, but 
little regard for our government, its representatives 
and our policies. 
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Terramycin-treated, are characterized 
by the same promptness noted in primary 
atypical and lobar pneumonia. In 

‘a series of 31 cases there was “a good 
response in all cases, as manifested by 

the fall of temperature to normal in 24 to 
48 hours, and by the improved clinical 
appearance of the patient.” Follow-up x-rays 
made in 10 to 14 days “were completely 
negative or showed marked improvement.” 


Potterfield, T. G., and Starkweather, G.A.: 
J. Philadelphia General Hosp. 2:6 (Jan.) 1951. 
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THE KANSAS PRESS LOOKS 
AT MEDICINE 


Editor's Note. In this section the Journal repro- 
duces editorials relating to medicine which have ap- 
peared in the lay press. An effort is made to include 
both favorable and unfavorable comments, and the 
Editorial Board in no imstance assumes responsi- 
bility for the opinions expressed. 


Here He Goes Again 


In spite of the fact that this government is exert- 
ing every effort toward an adequate military defense 
and is raising taxes on everybody and looking for 
more sources of revenue, President Truman takes 
time out from these necessary duties to insist that 
this is the time to put socialized medicine into ef- 
fect, a pet project which he has advocated since 
1945. President Truman says if anyone can show 
him a better way to protect the health of the people 
he will gladly go along with it. 

If President Truman is competent to advise the 
country on health measures, he knows that right at 
this time there are about 70 million people, nearly 
half our population, who are covered by satisfactory, 
efficient and cheap prepaid health and hospital in- 
surance, all of which would have to be scrapped if 
he has his way. It is cheap and it is voluntary, com- 
pared to the compulsory plan proposed by Mr. 
Truman. The most generous interpretation of so- 
cialized medicine would not refer to it as insurance. 
Insurance is paid voluntarily. Socialized medicine 


is not insurance, it is a tax and a deduction will be. 


made from every pay check, in addition to deduc- 
tions already made. : 

The proponents of this socialized scheme advance 
the specious theory that if one believes in a free 
public school system, one should not object to “free 
medicine” controlled and paid for by the govern- 
ment. There is considerable difference between a 
public school system to give every individual a 
chance for mental equipment with which to earn a 
living and care for himself, and furnishing that in- 
dividual, at state expense, the various necessities 
and luxuries of life. 

“Cradle to the grave security” sounds appealing, 
but a nation which accepts this plan sells its inde- 
pendence and admits that its people cannot care for 
themselves. The American medical system is the 
wonder of the world. We have more doctors per 
capita than any other nation in the world except 
Israel, which is now filled with refugee doctors 
driven from other lands. This American system is 
the result of enterprise and initiative of American 
doctors, who over a long period have determined to 


make American medicine supreme. Why should 
we in this country ever consider scrapping the 
greatest medical system in the world to copy ex- 
periments of nations which cannot match ours in 
medical progress? 

The main importance of socialized medicine is 
that it is not a thing complete in itself, but part of 
the camouflaged attempts to give the government 
either ownership or absolute control over the peo- 
ple’s resources and the people as individuals. Ac- 
cording to classic Communist dogma, socialized 
medicine is one of the most important in that di- 
rection. If it cannot be achieved all at once, an at- 
tempt is made to bring it on by degrees. One form 
is to authorize federal handouts to medical schools. 
Another would make the government responsible 
for the medical caré of persons within certain ages, 
anything to get a start. It is a fine example of what 
has been aptly called creeping socialism. 

The American people are going to have to de- 
termine whether they wish to have their medical 
care administered with another immense federal 
bureau, with all its entangling red tape, or continue 
the gradual evolution in the distribution of high 
quality medical service under the present system.— 
F. J. C. in Kingman Journal. 

* * 


* 


An Undermining Process Rather Than Curing All Ills 

The British medical fraternity is a version of so- 
cialized medicine. Various reasons are behind this. 
One of the most important is that, under a policy 
of cradle-to-the-grave alleged security, there has 
been an alarming decline in the sense of family re- 
sponsibility and individual duty. Young people who 
can afford it no longer help aged and sick relatives 
—they just let the state do it all. 

Another reason, reliable reports from England 
say, is that this attitude of mind has also spread to 
many doctors. The civil servants give all the or- 
ders, and there’s nothing much for the doctors to 
do but go through the motions of practice in a 
purely routine fashion. There are no incentives to 
work hard, to experiment, and to seek new horizons 
of medical knowledge. 

It is inevitable that such a situation should exist 
under socialism. It is an undermining process— 
for the doctor and for all others who are enmeshed 
in the dreary system. And what is true in England 
would surely be true here if we should ever adopt 


the Administration’s compulsory health insurance 


scheme, along with the kindred independence-de- 
stroying measures which are proposed. 

A so-called “clinching” argument for such schemes 
is that poor people can’t get decent medical care. 
That is very largely untrue—under private medi- 
cine, splendid progress has been made in providing 
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Successful clinical experience with CorTone in 
many Jarge series of patients reveals the safety 
of this product in individualized dosage. One 
investigator notes: “We have not’ been im- 
pressed by the severity or frequency of side- 
effects . . . The side-effects due to excessive 
adrenal cortical hormone disappeared when 
the hormonal agent was discontinu 


Norcross, B. M., N.Y. State J. Med. 51: 2356, Oct. 15, 1951. 
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first made available to the world by Merck research 
and production. 
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doctor’s services and hospitalization at little or no 
cost to those who lack the money. All realize that 
still more must be done in this direction. But surely 
it is not necessary to destroy our magnificent medi- 
cal systems—and to undermine our national fiber 
and character—to aid the very small percentage of 
our people who are indigent. Britain’s sad experi- 
ence should be our guide—Hillsboro Journal, No- 
vember 15, 1951. 


Early Diagnosis of Uterine Cancer 

The possibility of discovering cancer of the uter- 
ine cervix and starting treatment five to seven years 
before typical symptoms appear has been demon- 
strated in clinical studies made by Dr. Rodney B. 
Nelson and Dr. Albert W. Hilberg of the Public 
Health Service. 

In examining a group of 3,224 women, average 
age 45.6 years, the physicians assembled data which 
suggested that “the majority of cervical malignan- 
cies existing in a group of female patients are pres- 
ent in an asymptomatic, localized form for a mini- 
mum of five to seven years before the symptoms and 
clinical appearance of cancer become apparent.” 
The cytologic test and the biopsy were employed. 

It was found that there was an interval of three 
years between the mean age of patients with can- 
cer of the cervix which had not invaded the uterus 
proper and those with early infiltrative cases, and 
approximately seven years between preinvasive and 
advanced cases. 


Defense Against Epidemic Disease 


The nation’s defenses against outbreaks of epi- 
demic disease were strengthened recently by the 
establishment of an Epidemic Intelligence Service 
in the Public Health Service. Twenty-one physi- 
cians who have completed an intensive eight-week 
training course have been assigned to stations in 
12 states. Dr. Harold M. Nitowsky, formerly of 
Denver, and Dr. J. Thomas Grayston, formerly of 
Chicago, have been assigned to the CDC Field Sta- 
tion in Kansas City. 

The primary job of the service will be to render 
assistance in investigating disease outbreaks beyond 
the resources of state and local health departments 
to control. In time of war, if an enemy sought to 
employ biological warfare, the service would be 
invaluable. 


Army Tests Drug for Malaria 
Tests of a new drug, primaquine, which holds 
promise as a cure for malaria, are being made by 
the Army. Although indications are that the drug 
will be more effective than any now in use, further 
research will be necessary to determine whether it 


will prove as effective against the strain of malaria 
found in Korea. 

Initial work with the drug, conducted among 
prisoner volunteers at the penitentiary at Joliet, 
Illinois, in cooperation with the University of Chi- 
cago, revealed a high percentage of cures among 
malaria cases with no subsequent relapses. After 
later tests by the Army in Nicaragua, experimental 
programs were established at two Army hospitals 
in the United States to determine the effectiveness 
of primaquine among returned Korean patients. 
Early results have been favorable, but continued ob- 
servation is necessary. 

If further tests are satisfactory, primaquine will 
augment existing drugs used in the treatment of 
malaria, and it may be administered routinely to all 
persons returning from malarious regions. 


Grant for Heart Study 
The sum of $3,000 was given to the University 
of Kansas Endowment Association recently by 
Henry J. Haskell, editor of the Kansas City Star, 
for research in heart disease. This is the second gift 
for this purpose from Mr. Haskell, who gave 
$10,000 in 1948. 


“Now, medicine does serve the state, and, as a 
consequence, the state has very real claims on the 
profession. However, the nature, or rather, the man- 
ner of those claims must be gauged from the man- 
ner of the service. The profession serves the state 
by indirection; it promotes the common good in- 
directly, save in the case of specialized problems of 
a specific kind. The direct service of the profession 
is to the individual, to the person, and in the scheme 
of things still ours by lip service at least, the in- 
dividual person is accounted a free man. . . . 

“In a word, the art of healing serves directly and 
principally the person, not the state, and thus in- 
directly it builds up, as do all other arts, that com- 
mon good which is the state’s legitimate concern— 
a common good which the state itself destroys, how- 
ever, the more it de-personalizes it, the more that 
good becomes ‘collectivized.’ 

“The ‘common good’ is not the same as a ‘col- 
lective good.’ It is one thing for me to hold certain 
benefits in common with you. It is quite another for 
you and I to be the beneficiaries of a ‘collective 
benefit’ which is neither yours nor mine. . . . 

“In an age of Socialism and Collectivism, such as 
ours tends to be, there is need, I repeat, for great 
vigilance if you are to keep the profession free.”— 
Bishop John J. Wright before the Conference of 
Presidents and Other Officers of State Medical As- 
sociations, June 10, 1951. 
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From among all antibiotics, Internists often choose 


AUREOMYCI 


Hydrochloride Crystalline 


because 


Aureomycin readily passes into the blood stream, whence it diffuses rapidly 
into all the tissues and fluids of the body. 


Aureomycin is a broad spectrum antibiotic that has been shown to be 
effective in a wide variety of infections of bacterial, rickettsial and large 


viral origin. 


Aureomycin has been reported to be effective in 


Acute Amebiasis 
Anthrax 
Acute Brucellosis 
Chanerpid_ 
Shigella Dysentery 
Endocarditis* 
Erysipelas 
Granuloma Inguinale 


Hepatic and Billi 
Tract 
Influenza 
Leptospirosis 
Lymphogranuloma Inguinale 
ericarditis* 
Psittacosis 
Rat-Bite Fever 
Relapsing Fever 


*When caused by Aureomycin susceptible organisms. 
Throughout the world as in the United States, aureomycin ts 
recognized as a broad spectrum antibiotic of established effectiveness. 


Respiratory Infections* 
Rickettsialpox 
Septicemia* 

Rocky Mountain Spotted Fever 
Boutonneuse Fever 
Tick-Bite Fever 
Typhus 
Tick Typhus 
Tularemia 


Capsules: 50 mg.—Bottles of 25 and 100. 250 mg.—Bottles of 16 and 100. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. of distilled water. 
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ABSTRACTS FROM CURRENT 
LITERATURE | 


Medical Management of Hypertension 

Medical Management of Hypertension. By De- 
partments of Pharmacology and Medicine, Cornell 
Conference on Therapy, N. Y. St. Jnl. Med., Nov. 
1, 1950. 


Dr. Harry Gold presided at this conference and 
introduced the senior participant, Dr. William Gold- 
ring, “who has for many years pursued this subject 
as a Clinician and investigator.” Dr. Goldring made 
the following statement: “1. The cause of hyper- 
tension is not known. 2. There is no cure. 3. The 
management of the disease at present involves the 
use of measures that are essentially empiric. These 
have three objectives: 1. Tu reduce the level of the 
blood pressure; 2. to alleviate symptoms; 3. to elim- 
inate one or another of the supposed causes. 

“It is probable that no one would doubt the de- 
sirability of eliminating the cause, if the cause were 
known. Control of distressing symptoms is worthy 
of therapy. The position is not quite clear in the 
matter of lowering blood pressure. Arteriolar dis- 
ease is the factor which ultimately brings disability 
and death, and to prevent or retard its development 
would be sound therapy, but no such measures are 
known! To approach this by lowering blood pres- 
sure involves an assumption concerning causal re- 
lation between high blood pressure and arteriolar 
disease and this is without sufficient proof. There is 
neither proof that lowering blood pressure decreases 
vascular accidents nor that persistent elevated pres- 
sure increases the incidence.” 

He reviewed an extensive experience with thio- 
cyanate therapy and cited serious dangers. Blood 
pressure lowering was reported in one-third of the 
patients, but due to unpredictable dangers, he does 
not recommend the drug. Continuous mild seda- 
tion and reduction of body weight, sodium restric- 
tion, the rice diet, kidney extracts, foreign protein, 
tyrosinase, Vitamin A and other measures to reduce 
blood pressure are discussed and branded ine‘- 
fectual. Therapy ‘designed to alleviate distressing 
symptoms was labeled useful and psychotherapy is 
the most valuable measure, At present, hyperten- 
sion is not curable except for the rare case of pheo- 
chromocytoma and the very rare instance of uni- 
lateral renal disease. Dr. Goldring admits that his 
attitude. is pessimistic. Subsequent questions and 
discussions included remarks by Dr. Harold Stew- 
art, H. E. B. Pardee, Walter Modell, Harry Gold, 
and guests. Rutin, Vitamin C, tetraethyl ammomin, 
slow and fast acting nitrites, dibenamine, bed rest, 
dehydration, mercurial diuretics, and special diets 


were discussed. The conference failed to indicate 
that any therapy is really dependable or without a 
challenge —P.W.M. 


* * * 


Q-T Prolongation in the Electrocardiogram 


Significance of Q-T Prolongation in the Electro- 
cardiogram Based on the Study of 168 Cases. By 
Samuel Bellet, David Finkelstein, Am. Jnl. Med. 
Sci., 222:3, 263-278, Sept., 1951. 


The authors working in the Philadelphia Gen- 
eral Hospital and the Robinette Foundation of the 
University of Pennsylvania utilized records acquired 
on 168 patients. Electrocardiograms on each pa- 
tient exhibited Q-T prolongations 20 per cent above 
the normal as calculated by Bazett’s formula. Meas- 
urements were made in whichever lead the termina- 
tion of T was most clearly seen and where the Q-T 
interval was longest. The authors thus used CR2, 
3, 4 most frequently. Determination of serum elec- 
trolyte values as well as other data was available on 
each case. They emphasized that although the EKG 
is a help in raising a suspicion of the cause of the 
Q-T segment prolongation, the final diagnosis can 
be established only by the history and the clinical 
and chemical findings. 

The cases studied were found to represent five 
general categories and a sixth group had to be 
labeled unknown etiology. Each named clinical 
category included several subdivisions or entities. 

1. Electrolyte disturbances included three major 
subheads: hypocalcemia, hypopotassemia and com- 
binations of these two. 

2. Myocardial abnormalities and/or disease in- 
cluded hypertensive cardiovascular disease, myocar- 
ditis of several varieties and myxedema. 

3. Conditions associated with myocardial anoxia 
included six major sub-groups. 

4. Combined factors included hypoglycemia anc 
avitaminosis. 

5. Under the heading of drugs, many observers 
have noted that Q-T prolongation is an early sign 
of quinidine action and parallels rather closely the 
drug’s effect. 

6. Unknown etiology can be assumed only after 
it is established that the patient has not lost fluids 
through vomiting or ciarrhea, or suffers -inanition, 
or has received parenteral administration of fluids 
without oral feeding, or has received adrenocortical 
extracts, or has had treatment of diabetic acidosis, 
since each of these can be responsible for hypo- 
potassemia. Hypocalcemia may be the result of: 
1. post thyroidectomy; 2. idiopathic hypoparathy- 
roidism; 3. uremia; 4. in association with alkalosis 
accompanying vomiting states. Conditions associat- 
ed with myocardial anoxia in this series were myo- 
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anticoagulant action—yet.. 


“At no time in any of the patients was t 
evidence of hemorrhagic manifestation h 
systemic or at the site of injection .. land n 
sensitivity reaction... followed adm 
of Depo-Heparin”! 
“Twenty patients were given, Depo-Heparin as 
a postoperative prophylactic measure, while in 
six it was administered therapeutically for either 
thrombophlebitis or coronary thrombosis.” ! 
single deep subcutaneous injection of 200 mg 
of Depo-Heparin “resulted effective 
coagulant action,” achieving “a satisfactory 
vation of the clotting time for a period of 
twenty-one hours for the average patient re- 
“sponse.” ! The necessary coagulation time deter- 
minations were routinely performed during 
therapy. 


Heparin 


Each cc. contains: 
Heparin Sodium 20,000 U.S.P. units 
(Approx. 200 mg.) 
Gelatin : 
Dextrose, Anhydrous |. 
Preserved with sodium ethyl mercuri thiosalicylate 
1:10,000 


Heparin on venous coagulation time in man, 
Practitioner & Dig. of Treatment 2:309 (April, 195] 
"Trademark, Reg. U Of. 


iow Medicine. Produced with care... Designed for heatth 


rolonged 
4 The intensity cand duration of the effect of Depos 
a product of 
Upjohn 
: 
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cardial infarction, arteriosclerotic heart disease, pul- 


monary infarction, emergence from Adams Stokes 
attack, gas poisoning, and the dying heart. 

The article merits study and is timely since re- 
cently Q-T prolongation has been mentioned prin- 
cipally in rheumatic carditis and its other causes de- 


serve emphasis. 
* * * 


Prolonged Cardiac Arrest 
Recovery from Prolonged Cardiac Arrest. By 
Harry S. Ivory and Harvey Rinzler, Am. Jnl. Surg., 
82:2, 256-259, Aug., 1951. 


The authors briefly review the history of treat- 
ment for cardiac arrest and favor the transthoracic 
approach for cardiac massage. They feel that inter- 
mittent compression of the heart by the surgeon’s 
hand introduced through the abdomen and pressing 
upward against the intact diaphragm is also valuable 
and less apt to produce ventricular fibrillation. 


They report a case of cardiac arrest in a 25-year- 
old white female undergoing pelvic laparotomy for 
a right ovarian cyst. Some delay was occasioned by 
ineffectual use of intra-cardiac stimulants. Trans- 
thoracic cardiac massage was started 11 minutes 
after cardiac arrest. Five minutes later spontaneous 
heart contractions appeared, and in another five 
minutes spontaneous respiration began, replacing 
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the artificial respiration that had been employed. 

During the next four days the patient was treated 
for cardiac decompensation, shock, postoperative 
abdominal distention, and respiratory distress. She 
remained comatose for these four days, and then be- 
gan to respond. Numerous neurological changes 
were noted, most of which improved gradually over 
the next several weeks. 

Her cerebral recovery was slow, and 22 days after 
the operation glutamic acid, five grams daily, was 
started and the patient appeared to show prompt 
improvement in motor coordination. Speech re- 
turned, haltingly, after the 27th day. Fifty-two days 
after surgery she went home with essentially nega- 
tive neurological findings, except for persistent 
tremor of the hands. 

The authors feel that glutamic acid aided mental 
and physical recovery —T.P.B. 


A new fourth edition of Standard Nomenclature 
of Diseases and Operations has been published by 
the Blakiston Company, Philadelphia, and is being 
made available to hospitals this month through the 
American Medical Association. Work on the new 
edition was started three years ago. More than 70 
per cent of hospitals in this country have adopted 
the standard plan for diagnostic coding of hospital 
records. 


AMERICAN BOARD 
EXAMINATIONS 


Anesthesiology. Sec., Dr. Curtiss B. Hickcox, 80 Seymour St., Hart- 
ford 15, Conn. Various locations, July 18. 

Dermatology and Syphilology. Sec., Dr. George M. Lewis, 66 East 
66th St., New York 21. Written, Chicago, March 1952. Oral, 
Chicago, May, 1952. 

Internal Medicine. Sec., Dr. William A. Werrell, 1 West Main 
Street; Madison 3. 

Obstetrics and Gynecology. Sec., Dr. Robert L. Faulkner, 2105 
Adelbert Road, Cleveland 6. Oral, Chicago, June 7-13, 1952. 
Final date for filing, Feb. 1, 1952. 

Ophthalmology. Sec. Dr. Ewin B. Dunphy, 56 Ivie Road, Cape 
Cottage, Maine. Written, Feb. 4-5, 1952, 25 centers. Oral, 
Oct. 8-15, Chicago. 

Otolaryngology. Sec., Dr. Dean M. Lierle, University Hospital, 
Iowa City. Oral, Chicago, Oct. 8-12. 

de << ge Sec., Dr. Robert A. Moore, 1402 S. Grand Blvd., St. 

uis. 

Pediatrics. Sec., Dr. John McK. Mitchell, 6 Cushman Road, Rose- 
mont, Pa. Written, under local monitors, Jan. 11. Oral, various 
locations. 

Medicine and Rehabilitation. Sec., Dr. Robert L. Bennett, 
ate. . Michigan Ave., Chicago. Parts I and II, Chicago, June 


eo nen: Office of the Board, 4647 Pershing Ave., St. 

Preventive Medicine and Public Health. Sec. Dr. Ernest L. Steb- 
bins, 615 N. Wolfe St., Baltimore. 

Proctology. Sec., Dr. Louis A. Buie, 102-110 Second Ave., S.W., 
Rochester, Minn. 

Psychiatry and Neurology. Sec., Dr. David A. Boyd, Jr., 102-110 
Second Ave., S.W., Rochester, Minn. 

Radiology. Sec., Dr. B. R. Kirklin, 102-110 Second Ave., S.W., 
Rochester, Minn. 

Surgery. Sec., Dr. J. Stewart Rodman, 225 South 15th St., Phila- 
delphia. Written, various centers, March, 1952. 

ee Surgery. Sec., Dr. William M. Tuttle, 1151 Taylor Ave., 


Urology. Sec., Dr. Harry Culver, 0 Westwood Road, Minne- 
apolis 16. Chicago, Feb. 9-13, 1952 


Medical and Surgical Supplies 
for Doctors of Medicine and 


Hospitals. 


Munns Medical Supply Co. 
512 Kansas Ave. 
Topeka, Kansas 
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JANUARY,’ 1952 


CLASSIFIED ADVERTISEMENTS 
WANTED—X-ray and laboratory technician. Prefer woman FOR SALE OR TRADE—Will sacrifice direct tracing elec- 
who can do both. Write the Journal 11-51 for conference. trocardiograph in perfect condition, Cardiotron, Model PC 1A, 
FOR SALE—Well equipped office in central Kansas town Portable, walnut case, not a scratch on it. Standard leads. ‘ 
of 12,000. Write the Journal 12-51 Reason for disposing: doing mostly eye work and have access 
ices. Wri 1 14-51. 
WANTED—16” x 24” gas or electric autoclave, with or to the 
without instrument and water sterilization attachments. _WANTED—Doctor, young or old, general practice. Write the 
Write the Journal 13-51. Journal 1-52. 


TROWBRIDGE TRAINING SCHOOL 


Established 1917 


For unusual children. Medical and psychiatric supervision. Experienced teachers. Individual special 
training. Home atmosphere. Enrollment limited. Approved and registered by the Council of Medical 
Education and Hospitals of the A.M.A. Pamphlet. 


E. H. TROWBRIDGE, SR., M.D. 


1905 BRYANT BUILDING KANSAS CITY 6, MO. 


"AMERICA’S 

AUTHENTIC 
HEALTH 
MAGAZINE 


BUILDS FAITH IN 
AND YOUR WORK 


3 $6.50. vers $5.00 
1 var $3.00 


AMERICAN 
MEDICAL 
ASSOCIATION 


~ ANNUAL CLINICAL CONFERENCE 
CHICAGO MEDICAL SOCIETY 


March 4, 5, 6, 7, 1952 — — — — — — — — — — — . Palmer House, Chicago 


Special Feature of the 1952 Conference— DAILY TEACHING DEMONSTRATIONS 


Thirty-four outstanding teachers and speakers will present half-hour lec- 


tures on subjects of interest to both general practitioner and specialist. 


FOUR PANELS ON TIMELY TOPICS 


Scientific Exhibits worthy of real study and helpful and time-saving technical 
exhibits. 
The CHICAGO MEDICAL SOCIETY ANNUAL CLINICAL CONFERENCE 
should be a MUST on the calendar of every physician. Plan now to attend 
and make your reservation at the Palmer House. 
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announcing 


A NEW PUBLIC RELATIONS AID 


- - - to boost your PR rating 


indie you to discuss frankly 
with me any questions regarding 
Serpices or my fees 

The best rhlical service is based 


sta dng beeen doctor and pati. 


NEW OFF ICE PLAQUE As you know, a physician’s best public relations is car- 
ried on right in his own office. Here the physician gets 
V dark brown lettering on buff acquainted with his patients . . . gives them a chance 
to talk over problems . . . builds a feeling of mutual 
V harmonizes with any office decor understanding between patient and doctor. 
Your American Medical Association has designed an 
Y measures 1112 by 7% inches attractive new office plaque to be displayed prominently 
on an office desk or wall. This is a graphic invitation to 
V for desk or wall patients to talk over professional services and fees. Patients 
like to ask questions, but often are hesitant to do so. This 
Y laminated plastic finish plaque will open the door to better relations with your 
patients. Order one today. : 


PRICE 


$1 
POSTPAID 


AMERICAN: MEDICAL ASSOCIATIO! 
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OFESSIONAL PROTE 
EXCLUSIVELY 
SINCE 1899 


Specialized service 


TOPEKA Office: 
J. E. McCurdy, Rep., 
1035 Randolph Avenue, 
Telephone 2-3027 
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ACCIDENT HOSPITAL SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS 
EXCLUSIVELY 


PHYSICIANS 
SURGEONS 
DENTISTS 


COME FROM 


$5,000 accidental death $8.00 
$25.00 weekly indemnity, accident and sickness Quarterly 


$10,000.00 accidental death $16.00 
$50.00 weekly indemnity, accident and sickness Quarterly 
$15,000.00 accidental death $24.00 
$75.00 weekly indemnity, accident and sickness Quarterly 
$20,000.00 accidental death $32.00 


$100.00 weekly indemnity, accident and sickness —" 


COST HAS NEVER EXCEEDED AMOUNTS SHOW 
ALSO HOSPITAL POLICIES FOR MEMBERS’ wives. "AND 
CHILDREN AT SMALL ADDITIONAL COST 


85c out of each $1.00 gross income used 
for members’ benefits 


$4,000,000.00 $17,000,000.00 
Invested Assets Paid for Claims 
$200,000.00 deposited with State of Nebraska for 
protection of our members 
Disability need a | be incurred in line of duty—benefits from 
the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


years under the same managem 


400 FIRST NATIONAL BANK BLDG., OMAHA 2, NEBRASKA 


3100 EUCLID AVENUE 


THE MAJOR CLINIC ASSOCIATION 


KANSAS CITY, MISSOURI 


A Well 
Equipped 
Institution 
for the 
Nervous and 
Mental 
Diseases and 
Alcohol 
Drug and 
Tobacco 
Addictions 


Beautiful 
Location 
Large, 
Well Shaded 
Grounds 
Spacious 
Porches, 
All Modern 
Methods for 
Restoring 
Patients toa 

Normal 


HERMON S. MAJOR. M.D. 
Medical Director 


Elderly People Accepted — Special Rates 


Condition 


HERMON S. MAJOR, JR. 


Business Manager 
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THE LATTIMORE-FINK 


LABORATORIES 


Topeka El Dorado 
Kansas 


J. L. Lattimore, M.D., Director 
A. A. Fink, M.D., Pathologist 
H. C. Ebendorf, M.T. Serologist 
A. C. Keith, B.S., Chemist 

L. W. Hull, A.B., Bacteriologist 
Walter Norris, A.B., Chemist 


Anatomical and Clinical 


Pathology 


Containers Furnished Upon 
Request 


Cook County Graduate  iool of Medicine 
ANNOUNCES CONTI. vUS COURSES 


SURGERY—Intensive Course in Surgical Technic, Two 
Weeks, starting January 21, February 4, February 18. 
Surgical Technic, Surgical Anatomy and Clinical Surgery, 
Four Weeks, starting March 3, June 2. 
Surgical Anatomy and Clinital Surgery, Two Weeks, start- 
ing March 17, June 16. 
a a | 4 Colon and Rectum; One Week, starting March 
pril 7. 
Gallbladder Surgery, Ten Hours, starting April 21. 
in General Surgery, Two Weeks, starting 
arc 
Esophageal Surgery, One Week, starting June 23. 
Breast and Thyroid Surgery, One Week, starting June 23. 
Thoracic Surgery, One Week, starting June 2. ; 
Fractures and Traumatic Suigery, Two Weeks, starting 
February 4. 
GYNECOLOGY—Intensive Course, Two Weeks, starting 
February 18, March 17. A 
Vaginal Approach to Pelvic “urgery, One Week, starting 
March 3, March 31. 
OBSTETRICS — Intensive Course, Two Weeks, starting 
May 5. 
Electrocardiography and Hea Disease, Two Weeks, start- 
ing March 1 
Gastroenterology, Two Week starting May 19. 
Hematology, One Week, start ng June 16. 


— Course, Two Weeks, starting April 


18 and every two w 


Two VYVeek and Clinical 
rses each month. 


GENERAL, INTENSIVE AND SPECIAL COURSES IN 
ALL BRANCHES OF MEDICINE, SURGERY 
AND THE SPECIALTIES 
TEACHING FACULTY—ATTENDING STAFF OF 
COOK COUNTY HOSPITAL 
Address: Registrar, 427 S. Honore St., Chicago 12. *" 
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Motion Picture List Revised 

A list of “Sources of Motion Pictures on Health” 
has been revised and is now being issued by the 
Committee on Medical Motion Pictures of the Amer- 
ican Medical Association, 535 North Dearborn 
Street, Chicago. The list includes nine pages of ad- 
dresses of the major loan and rental libraries, the 
state health departments’ film libraries and _refer- 
ences tO piintea and catalogues. 
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Street, Chicago. The list includes nine pages of ad- 
dresses of the major loan and rental libraries, the 
state health departments’ film libraries and refer- 
ences tO piintea and catalogues. 
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Even in America today, surveys of certain 
groups reveal a surprising incidence of rickets. 


To combat this danger, physicians 
realize the need for regular and S 
reliable antirachitic measures. 


A potent and economical source of vitamins 
A and D, Mead’s Oleum Percomorphum has 
provided effective protection for millions of 
infants and children. For 17 

years, physicians have 

placed faith in it. 


Stormont Medical Library, 
State House, 
Topeka, Kansas 
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